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Adult Mental Health Essay
Discuss the implications of the NICE guidelines for the 
treatment of depression for the future of psychodynamic 
psychotherapy in the NHS
The National Institute of Clinical Excellence published guidelines in 2004 on 
the best psychological and drug treatments for depression in primary and 
secondary care. Cognitive-behavioural therapy (CBT) and interpersonal 
therapy (IPT) are singled out as the treatments of choice, while 
psychodynamic psychotherapy (PDT) is mentioned only in the small print. The 
headlines belong to CBT and I will argue that the show has been 
epistemologically staged to privilege its version of what works for depression. 
This essay wilt appraise the evidence base upon which NICE is built, and then 
go on to analyse the evidence that was left out -  most of which contradicts 
NICE'S gloomy evaluation of PDT. The more pessimistic implications for the 
future of PDT in the NHS will be discussed, before ending on a more hopeful 
note. A paradigm shift may already be starting to occur where cross 
fertilisation between therapeutic modalities holds promise for rejuvenation of 
PDT.
The author’s voice is generally discernable by reading between the lines. I 
however, have chosen to make my position explicit through the use of the first 
person. While I recognise communications with colleagues and personal 
reflections are not evidence-based, they are real experiences of working 
within the system, a system that we reflexively shape and are defined by. I 
was drawn to this subject because it concerns a therapeutic approach that is 
being increasingly marginalised. As someone who instinctively questions 
dominant discourses, I am alarmed at the sometimes explicit (e.g. Salkovskis
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interviewed in ‘Now don’t tell me about your parents, The Observer, Feb 19, 
2006) and sometimes more veiled (NICE, 2004a) attack on psychodynamic 
psychotherapy and the ascendancy of CBT (Layard, 2005). Having personally 
known, and worked with several people with depression, I have seen that ‘one 
size’ does not fit all.
I am aware that my stance throughout this essay is frequently defensive with 
much mention of CBT. Psychodynamic psychotherapy has been positioned 
into this entrenched position, the terms of the debate already set by the very 
structure of scientific discourse (Danziger, 1990). Questions are narrowly 
defined in advance, predisposing the production of particular answers. The 
social construction of knowledge ensures that those researchers who can 
make alliances with powerful groups will have a greater chance of marketing 
their discoveries. A case in point is CBT and NICE: with CBT s focus on 
symptom relief and measurement, it sits comfortably within the empiricist 
agenda of evidence-based practice. Psychodynamic psychotherapy, on the 
other hand, has avoided quantitative analysis, preferring a phenomenological 
approach, the negative implications of which it is currently reaping.
DEFINITIONS 
Depression
Depression has been called the ‘common cold’ of the post-modern era. 
James (1998) suggests we are unhappier now than we were 50 years ago. 
The Psychiatric Morbidity Survey (Office of National Statistics (ONS), 2001) 
showed that 3% of adults were currently suffering from a depressive episode 
and a further 9% with mixed anxiety and depression. Epidemiological and 
outcome studies of depression rely heavily on diagnostic categories. NICE 
(2004a) for example, explicitly recognises its symptom-focused, diagnostic 
approach as consistent with contemporary research using DSM-IV-TR 
(American Psychiatric Association, 2000) criteria. It distinguishes between
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depression severity (mild, moderate and severe) and chronicity, recurrence 
and treatment-resistance. This terminology implies the medical model, a 
perspective I feel oversimplifies the complexity of human distress. Admittedly, 
low mood, impaired concentration, disrupted sleep and appetite, as well other 
somatic changes such as psychomotor levels, do indeed suggest biological 
processes in depression. Nevertheless these processes are all too often 
patched up with pills, and the underlying psychological problems left 
‘untreated’1. A recent survey showed for example, that only 17% of people 
experiencing a depressive episode received some form of counselling or 
psychotherapy, and 3% had seen a psychologist (ONS, 2001). This is in spite 
of the fact the majority of patients would prefer therapy (Chlivers et al., 2001).
Psychodynamic Psychotherapy
How therapies differ from one another will inevitably be influenced by the 
particular psychological model adopted. Wampold (2001) quotes Waltz et a/.’s 
(1993) conception of PDT as having a unique and essential focus on 
unconscious determinants of behaviour, internalised object relations as 
historical causes of current problems, defence mechanisms used to ward off 
pain of early trauma, and an interpretation of resistance. Among the many 
therapy manuals for PDT is Hobson’s (1985) Conversational model used by 
Shapiro et al. (1994) in the Sheffield Psychotherapy Project. This uses 
psychodynamic, interpersonal and experiential concepts to focus on the 
therapist-client relationship as a vehicle for revealing and resolving 
interpersonal difficulties, difficulties that are viewed as primary to the origins of 
depression. An intervention sometimes confused with PDT is Interpersonal 
Therapy (Markowitz et al., 1998). While both focus on interpersonal 
relationships, IPT tends to stay more in here and now relationships, rather 
than looking at intra-psychic processes.
1 I use the word ‘treatment’ with caution as its connotations of medical dosages conflict with a 
more psychological model of distress._______________________________________________________
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Short-term therapy
While it is recognised that longer ‘doses’ of therapy tend to effect greater 
improvements (Howard et el., 1986), this paper will focus on short-term 
psychodynamic therapy as this is the approach most commonly studied. 
Short-term PDT usually takes place once a week over approximately 20 
sessions (Fonagy et a/., 2005), rather than psychoanalysis’ traditional model 
of several sessions a week over a number of years. While psychodynamic 
approaches originated from Freudian psychoanalytic theory, they have 
evolved in distinct directions. PDT tends to work intensively on specific 
problems, and while both use the playing out of unconscious conflicts in the 
therapist-client relationship as a tool for change, the nature of the therapeutic 
relationship differs subtly between them. Where the psychoanalyst must be a 
neutral slate on which the client transferentially projects the transference, the 
psychodynamic therapist is more active and supportive.
THE NICE GUIDELINES ON DEPRESSION
NICE was established in 1996, charged with providing a single source of 
authoritative and reliable guidance for patients, professionals and the public. 
As a special health authority for England and Wales, it works within the 
realities of government health policy and funding, explicitly seeking to make 
cost-efficient recommendations. The clinical practice guideline, Depression: 
the management of depression in primary and secondary care, was brought 
out by NICE in 2004, intending to provide pharmacological, psychological, and 
service level recommendations for the treatment of depression.
The guideline is aimed at adults with depression, their carers, and the 
professionals involved in their care. It covers a range of severities from mild to 
severe, and addresses the differing needs of people in their first episode as 
well as in recurrent cases of depression. The guidelines do not cover people 
who have significant co-morbidities, depression that is secondary to separate
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physical or other primary mental disorder. Separate guidelines exist for post­
natal depression or depression amongst children, both of which lie outside the 
scope of this paper.
NICE recommends CBT
It is important to acknowledge the differences between the brief and the full 
versions of the guideline when considering implications for PDT. Overall, the 
guidelines suggest that for mild depression, the primary care team should use 
watchful waiting and guide patients in self-help techniques. For moderate, 
severe and treatment-resistant depression 16-20 sessions of CBT are 
recommended, or IPT if the patient prefers. In the quick reference guide 
(NICE, 2004c) there is no mention of psychodynamic psychotherapy at all. 
Only in the 358-page, online version (NICE, 2004b) is PDT mentioned, and 
here merely as a possibility for the treatment of complex co-morbidities. 
Indeed, the patients’ booklet (NICE, 2004d) says psychodynamic 
psychotherapy should not be offered ordinarily, only if the patient has some 
‘complicated personal problems’. Following this advice patients are unlikely to 
choose PDT, and busy GPs who are only likely to read the quick reference 
guide, are unlikely to prescribe it. The NICE guidelines reinforce the view that 
CBT is the only serious and effective therapy.
What then of treatment-resistant, recurrent, atypical, or psychotic depression? 
One might think that it is here, where complex co-morbidities proliferate, that 
PDT would be recommended. Indeed there is evidence to suggest dynamic 
therapy can be cost effective for high users of psychiatric services (Guthrie et 
al., 1999). However, the guidelines merely suggest that CBT again be offered 
for this client group. There is no discussion of those people who have already 
completed a course of CBT with little or no benefit.
The possibility of GPs being unduly influenced by the brief, rather than the full 
guidelines, bears more examination. Although one could argue that a GP
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requesting CBT will not necessarily make any difference to what the client will 
actually receive, as it is the therapist who will be assessing the patient and 
making a recommendation, nonetheless GPs sit within the Primary Care 
Trust, the body which commissions secondary care services. Their views on 
what is the best therapy may consciously or unconsciously bias funding 
decisions for psychological therapies services. Personal conversations with 
team leaders negotiating service-level agreements with the PCT confirm this 
suspicion. Furthermore, informal contact with health service managers 
suggests that some commissioners are using NICE Guidelines to attempt to 
close down the predominantly psychodynamic psychotherapy departments 
(N.McNulty, personal communication, 28.11.06).
CRITIQUING THE RESEARCH
Evidence hierarchy
NICE use an evidence hierarchy on which to base their recommendations 
(NICE, 2004b; p.46). This presupposes that certain types of evidence are 
more Valuable’ than others. For example, Level I evidence comprises at least 
one randomised controlled trial (RCT) or a meta-analysis of RCTs that can 
demonstrate a clinically significant advantage for a particular treatment. The 
strongest recommendations are built on this level and awarded a grade A. 
Level IV, at the bottom of the hierarchy, refers to evidence obtained from 
expert opinion only, recommendations on this level earning a grade C. 
Effectiveness studies such as naturalistic, multi-site research are not 
randomised and therefore can earn only Level II or grade B 
recommendations. Efficacy research, however, aims at tightly controlled, 
randomised conditions and therefore therapeutic approaches tested this way 
have more chance to earn grade A recommendations.
Clearly, many more efficacy studies have been conducted on CBT than PDT 
(Fonagy et al., 2005), and therefore it is evident that CBT is more likely to
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earn grade A recommendations than PDT. For example, NICE (2004b) were 
able to identify 30 good quality trials on CBT but only 4 for PDT. Even so, in 
mild to moderate depression the recommendation for 6-8 sessions of CBT 
only gains a grade B rating, and for moderate to severe depression the 
recommended dose of 16-20 sessions of CBT also earns a B. In fact, for any 
severity of depression no psychological treatment alone is given a grade A 
recommendation. Only when CBT is combined with anti-depressant 
medication for people with chronic depression (i.e. depressed for at least 2 
years) is the strongest A grade recommendation made. For moderate or 
severe depression, ‘Psychodynamic psychotherapy may be considered for the 
treatment of the complex co-morbidities that may be present along with the 
depression’ (NICE, 2004b; p.70). This gains a grade C rating, i.e. based on 
expert opinion only.
NICE and CBT
Although the frequent mention of CBT throughout the quick reference guide 
(NICE, 2004c) might lead one to think that the evidence base was 
overwhelmingly in support of CBT, a closer inspection of the individual 
evidence statements in the full guideline (NICE, 2004b) reveals a more 
complex picture. Regarding CBT, they recognised that while there is ‘strong 
evidence suggesting there is a clinically significant difference favouring CBT 
over wait list control on reducing depression symptoms at the end of 
treatment...’, as yet there is insufficient evidence to determine whether CBT 
makes a significant difference to remission (NICE, 2004b; p.137). Moreover, 
comparing CBT to other psychotherapies including PDT, the guidelines again 
find there is insufficient evidence to detect a clinically significant difference 
between the two approaches on increasing the likelihood of achieving 
remission or on reducing depression symptoms. Regarding anti-depressants 
and CBT, there is no clinically significant difference at end of treatment, 
though at one year follow up there is some evidence to suggest a clinically
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significant difference to CBT. Therefore, it appears that when CBT is 
compared to an inert condition such as waiting list control, it is able to 
demonstrate a healthy effect. However, when compared to an active control 
such as medication or another psychotherapy the advantage may be reduced. 
It is hard to reconcile the above results with the confidence with which 
recommendations are made for CBT throughout the NICE guidelines.
NICE and PDT
Concerning the evidence for PDT, NICE claim insufficient evidence to 
determine whether there is a clinically significant difference between CBT and 
PDT on any of the major outcome measures. Nor is there enough evidence to 
tell whether PDT is more effective than antidepressants. Nonetheless, four 
studies were identified by NICE (Burnand etal., 2002; Gallagher-Thompson & 
Steffen, 1994; McLean & Hakstian, 1979; Shapiro et ai, 1994) and looking at 
the results of each in turn it is difficult to understand how NICE could have 
drawn this conclusion. While McLean and Hakstian (1979) found CBT to be 
superior to PDT, neither Gallagher-Thompson & Steffen (1994) nor Shapiro et 
al. (1994) found a significant difference in the outcomes between CBT and 
PDT: both were efficacious. Admittedly, in the Sheffield Project (Shapiro etal., 
1994), CBT showed a marginal advantage in some areas: the 8 session arm 
of CBT was superior on one out of the seven measures, but on 16 sessions 
both were equivalent. Overall, CBT showed a statistically significant 
advantage on the BDI. However, Shapiro et al. (1994) points out that the BDI 
can be considered to be sufficiently grounded in the cognitive model of 
depression to predispose this instrument to CBT, and they conclude: ‘we see 
the present findings as suggesting that an even-handed comparative 
evaluation yields, at best, a marginal advantage to CBT. In practical terms, 
these findings would not warrant recommendation to depressed clients or 
service providers of CB as more effective than [psychodynamic-interpersonal 
therapy]’ (p.529). The final study included by NICE compared PDT to
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antidepressants and found that PDT combined with medication had better 
outcomes than drugs alone (Burnand et al., 2002). We find then that in three 
out of four studies PDT was as good as, or better than, an alternative 
treatment.
Two older studies not included by NICE (Hersen etal., 1984;Thompson et ai, 
1987 cited in NICE, 2004) both demonstrate that PDT is as effective as other 
approaches. Bond (2006), in his review of PDT in the treatment of mood 
disorders, quotes a Dutch RCT (DeJonghe et ai, 2004) which showed PDT 
was equally effective as medication combined with psychotherapy. An Italian 
RCT (Maina et ai, 2005) compared brief dynamic therapy with waiting list or 
supportive psychotherapy groups and showed both therapies as effective, 
with the dynamic group showing the strongest improvement at 6-month follow 
up.
Equivalency of outcomes
This basic equivalency of outcomes, or the 'Dodo' bird effect as it has been 
labelled (Luborsky & Singer, 1975), is further reflected in several systematic 
reviews (e.g. Leichsenring, 2001). The Cochrane report on depression 
(Churchill et a i, 2001) showed that in two out of three analyses no significant 
differences were found between PDT and CBT. In a more recent Cochrane 
Review looking at the effectiveness of PDT for a range of disorders (Abbass 
et ai, 2006), when depression was analysed separately, PDT was found to 
have positive outcomes relative to control, with effects increasing over long 
term follow up. Treatment Choice in Psychological Therapies and Counselling 
(Department of Health, 2001) reviewed a range of disorders and concluded 
that depression may be treated effectively with CBT, IPT, and other brief 
structured therapies such as psychodynamic therapy. The only review to 
question equivalency of outcomes was Svartberg and Stiles (1991). PDT 
showed superior outcomes to no treatment, but statistically significant
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inferiority to alternative treatments, the largest group being CBT. Over all it 
appears that the privileging of CBT over PDT is unfounded.
Critique of RCTs
Use of RCTs has been criticised for assuming the methodology of drug trials 
can be transferred unproblematically to psychotherapy outcomes (Roth & 
Fonagy, 2004). In order to control out as many confounding variables as 
possible, RCTs recruit patients who conform to a unitary diagnosis. However, 
high rates of co-morbidity (Kessler et al., 1999) mean RCT participants may 
be unrepresentative of patients in routine clinical practice. For example, a 
study by Morrison et al. (2003) suggested that as many as 35-70 % of 
patients are excluded from RCTs. Double blinding is impracticable in 
psychotherapy research, and researcher allegiance has been shown to co- 
vary with outcomes (Robinson et al., 1990). Finally, strict adherence to 
treatment manuals means patients receive a purer form of therapy than that 
delivered in routine clinical practice. Therefore, while rigorous controls buy 
internal validity, and thus ability to impute causality, the trade-off is reduced 
external validity. Generalising findings to naturalistic settings is thereby made 
problematic.
Effectiveness studies
The superiority of CBT is further questioned if we broaden our research 
horizon from the exclusive focus of NICE on the ‘gold standard of RCTs into 
effectiveness2 studies. Psychodynamic psychotherapists have traditionally 
claimed that the nature of client change is harder to quantify than with CBT,
2 Efficacy studies are formal controlled treatment trials which ask whether a clearly stipulated treatment 
approach has particular effects on a precisely defined population. Effectiveness studies are concerned 
whether the treatment concerned is effective in everyday clinical practice with everyday patients and 
therapists.
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and that the use of measures may interfere in the transference between client 
and therapist. This in part has lead to little efficacy research on 
psychodynamic approaches, and in the absence of evidence, the criticism of 
ineffectiveness. However, an emerging practice-based evidence movement is 
changing this perception (Mellor-Clark et al., 1999). For example, Adelman at 
al. (2003) conducted a clinical audit of a psychodynamic psychotherapy 
service and administered a standardised measure, the Clinical Outcomes in 
Routine Evaluation (Mellor-Clark et al., 1999). There was a trend towards 
improvement in both symptoms and level of functioning at the end of 
treatment, thereby challenging the assertion that dynamic changes are not 
amenable to symptom-based measures. A second study by Stiles et al. 
(2006) also used the CORE to track patient progress in routine clinical care. It 
compared 1309 patients receiving CBT, PDT and person-centred therapy in 
58 NHS centres, and as such is an excellent example of how effectiveness 
research is best placed to evaluate how well real therapy, in real world 
settings, works. Data was collected according to normal administrative 
procedures, and clients were assigned to different therapy groups according 
to standard clinical practice operating at each of the 58 centres. Findings were 
positive across all groups and broadly support the equivalency of outcomes.
A model of research half-way between naturalistic effectiveness studies and 
the gold standard of RCTs are pragmatic trails (Fonagy et al., 2005). They 
combine the rigour and internal validity of RCTs with the relevance and 
external validity of effectiveness studies. Barkham et al.’s (1996) replication of 
the Second Sheffield Psychotherapy Project was conducted in an applied 
setting, with a well-controlled design involving randomisation to either CBT or 
psychodynamic-interpersonal therapy (PI). Recognising that investigators’ 
allegiance can affect outcome (Robinson et al., 1990), therapists with an 
even-handed commitment to the two approaches were used. Whereas the 
Sheffield project recruited white-collar clients to the research clinic through 
advertisements, Barkham et al. (1996) study recruited patients through the
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regular clinic referral system, and therefore represented a broader 
occupational sample. Results showed that PI and CBT therapy were both 
effective at reducing depressive symptoms, complementing those of the 
original Sheffield study.
IMPLICATIONS FOR PDT: A PESSIMISTIC NOTE
Through reviewing the evidence base for PDT, I hope I have shown that its 
rejection in favour of CBT is unfounded, and that in time, the strength of data 
supporting dynamic approaches may find a more receptive audience. In the 
short term however, the reality is that NICE have made a clear statement 
about their preference for cognitive approaches, the implications of which are 
likely to be negative for the practice of psychodynamic therapy in the NHS.
Impact on services
After a period of growth in expenditure, the NHS is now facing several years 
of famine ahead (Maynard & Street, 2006). In the trust where I work, financial 
pressures are leading to freezing of posts, and even closures of whole 
services. Backed by NICE, decisions to cut psychodynamic psychotherapy 
services will be easier for NHS trusts to defend. Already in my trust, 
professional leads have been instructed to cap the length of psychodynamic 
therapy at one year. Yet, the trend is for clients to present with increasingly 
more complex, chronic problems. Kopta et al. (1994) quote Pilkonis & Frank 
(1988) who suggest that depressed patients with personality disorder improve 
more slowly than depressed patients without personality disorder, and yet 
Kopta et al. (1994) point out that even the average outpatient needs about a 
year of psychotherapy to have a 75% chance of symptomatic recovery. 
Waiting list targets can impact negatively on patients with complex needs. In 
my trust, the policy is for a 13-week maximum on waiting lists. More complex 
cases may not even be accepted onto waiting lists as managers know they do 
not have the resources to meet these people's needs within that time frame.
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Managers may prefer to target resources at those clients whose problems are 
more amenable to short-term treatment and who can therefore be discharged 
more quickly.
In conflict with the need to cut services is the public’s increasing expectations 
of the mental health care system, expectations fed by documents like the 
Layard Report (2005) and the Mental Health Foundation's We Need to Talk 
(2006), which both argue forcefully for more psychological therapy on the 
NHS. Trusts are struggling to find the resources to implement the 
recommendations for CBT, let alone therapies outside the remit of NICE, e.g. 
PDT for depression. As an attempt to plug the gap MDTs are calling upon 
nurses and occupational therapists to deliver psychological interventions. 
After 5 days of training in CBT, they provide a much more cost effective 
option than a clinical psychologist, or psychodynamic psychotherapist.
However, these strategies may prove short-sighted. I partially agree with 
Oliver James (2006, 24 October) who argues colourfully that: ‘CBT is a form 
of mental hygiene. However filthy the kitchen floor of your mind, CBT soon 
covers it with a thin veneer of positive polish. But shiny surfaces tend not to 
last.’ While I do not agree that CBT per se is inadequate, I do feel that it is 
unrealistic to think 6 sessions of CBT delivered by essentially untrained staff 
will ‘cure’ depression. This stepped care approach may cost the government 
more in the long run because of cost-shifting. Inadequate treatment will leave 
patients effectively ‘disabled’ for longer, with potentially disastrous 
consequences if suicidal feelings are not sufficiently addressed. Perhaps 
unable to work, they will continue receiving state benefits. They may seek 
help in other ways, presenting to their GP more frequently or, if a serious 
relapse occurs, even needing hospital admission. Yet, Guthrie et al. (1999) 
demonstrated that even just 8 sessions of brief psychodynamic-interpersonal 
therapy could reduce long term health care utilisation costs amongst high 
users of psychiatric services. In fact, even CBT practitioners are recognising
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depression relapse rates are such that follow-up, maintenance groups are 
needed. Examples include Bockting et a/.’s (2005) eight-week group cognitive 
therapy or Teasdale et a/.’s (2000) mindfulness cognitive behavioural therapy.
It appears that when relapse is considered, CBT’s advantage over PDT in 
terms of speed of symptom reduction is removed.
Impact on the profession of clinical psychology
Discussions with senior staff in psychological therapies in my trust paint a 
bleak picture for clinical psychologists who may wish to use approaches other 
than CBT. In future, clinical psychologists will cease to practise 
psychodynamically, leaving this to psychotherapists. Lord Layard echoes this 
when he says that training in clinical psychology should become more ‘heavily 
slanted towards therapy, and especially CBT (LSE, 2006; p.12 emphasis 
added). Layard is not a psychologist, he is an economist, yet his 
recommendations have the ear of the government. I would argue that our 
training is already inclined more in that direction: witness the scarcity of 
psychodynamic placements available on the Surrey training course. I agree 
with David Smail (2006) who says clinical psychology, impressed by the 
economic clout of such powerful friends, is in danger of selling its soul, being 
‘tempted to sacrifice integrity to expediency’ (p.17). By ignoring the 
considerable evidence supporting equivalency of psychotherapy outcomes, 
and allowing to go unchallenged the extraordinary smoke and mirrors that has 
characterised recent media and government presentations of the CBT magic 
pill, as a profession we will suffer long term. Increasingly our skills will be 
reduced down to a manualised, technologicalised, unitary view of reality. Are 
we only ever to be CBT therapists? If so, it is arguable that at the moment 
NHS funds are being ‘wasted’ on training clinical psychologists in three 
models. Secondly, what happens when the current psychotherapeutic 
paradigm shifts, and we realise that CBT doesn't hold all the answers? Where 
will be the researcher clinicians with skills enough to contribute to the
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evidence base of how dynamic approaches can be integrated with cognitive 
techniques to enhance outcomes. As a profession we will be obliged to rely 
upon psychotherapy colleagues to do our clinical work, but will they have the 
skills to research and develop services?
Impact on research
Bond (2006) points out that PDT does not have the ‘empirically supported 
cachet’ that CBT has earned, and NICE adds to this perception. This may 
have led to an under-representation of dynamically orientated reviewers on 
granting agencies, with the result that obtaining funding for studies of 
psychodynamic psychotherapy is more difficult than for CBT. As such this is 
a self-perpetuating cycle, as those in power seek to protect and maintain their 
position. Henry (1998) points out that the empirically validated treatment 
movement may discourage research in areas such as Axis II disorders. Milton 
(2002) adds that RCTs are good at hypothesis testing and validating 
psychotherapies, but they are not designed for hypothesis generation. 
Eventually all psychotherapies could suffer from the lack of innovative 
research such a narrow agenda imposes.
Impact on patients
While the NICE (2004b) guidelines make strong recommendations for 
particular therapies over others, there appears little room for service-user 
choice. As the mental health charity Rethink has pointed out (O’Hara, 2006, 
November 8), government policy on patient choice, the most recent example 
being Our choices in Mental Health (Department of Health, 2006), contains 
much empty rhetoric. The current financial climate makes real patient choice 
unlikely. Moreover, little consideration is given to patient variables and how 
they may affect optimum matches between client needs and type of therapy 
(Hardy et al., 1998). However, in today’s climate, issues of diversity have little 
chance of being given anything else but mere lip service. Offering just one
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model of therapy, i.e. CBT, in a uniform manner to people differing in terms of 
gender, race, age etc will simply not work as they are likely to vote with their 
feet. For example, in a study on depression comparing couples therapy with 
CBT, Leff et al. (2000) found drop-out rate from the CBT arm to be so high as 
to make comparisons impossible.
CONCLUSION: A MORE OPTIMISTIC VIEW OF THE FUTURE OF 
PSYCHODYNAMIC THERAPY
The future of psychodynamic psychotherapy looks a little brighter if the 
likelihood of implementation is considered. Fonagy et al. (2005) points out 
that without sanctions and incentives, guidelines are unlikely to be translated 
into practice. Indeed a national survey of NICE guideline implementation 
showed poor results (Sheldon et al., 2004). Personal experience indicates 
that many clinical and counselling psychologists work integratively even when 
they ostensibly say they are offering CBT. How long this will continue is hard 
to say. We do live in a risk-averse, litigious culture, and clinicians may seek to 
protect their practice by following the ‘manual’.
It has been shown that PDT can be effective for personality disorder 
(Leichsenring & Leibing, 2003) and anorexia (NICE, 2004). The implications 
for PDT are perhaps not so gloomy if we consider that dynamic practitioners 
may remain, ready for redeployment should NICE review its advice for 
depression. Even if psychodynamic psychotherapy does not continue in its 
pure form, dynamic ideas will live on through integrative approaches. They 
may signal the beginning of a paradigm shift where cross fertilisation between 
therapeutic modalities holds promise for rejuvenation of PDT (Malan, 1995). 
For example, increasing support from cognitive neuroscience for 
psychoanalytic theory (Westen, 2002), blending of cognitive and analytic 
approaches (Linehan, 1993; Ryle & Kerr, 2002) and mindfulness. Teasdale et
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al. (2000) suggest a more complex, integrative picture of psychotherapy is 
emerging.
Recognition of the importance of non-specific factors such as the quality of 
the therapeutic alliance (Horvath & Symonds, 1991) may be key to the 
survival of psychodynamic approaches. Malan (1995) suggests 
psychodynamic therapy must evolve in order to survive. For example, 
dynamic therapists must let go of the ‘passive sounding board’ of the 
traditional analyst, in favour of a more validating and warmer stance. Ablon 
and Jones (1998) point out that the focus on transference in the therapy 
relationship is a strength of dynamic therapy. They identified process 
elements characteristic of dynamic and cognitive approaches, concluding that 
both therapies displayed elements of the psychodynamic prototype, but it was 
the psychodynamic prototype that most consistently predicted positive 
outcome.
In conclusion, this essay has looked at the evidence base for the treatment of 
depression, and found NICE’S almost blanket recommendation for CBT 
unsupported. Extensive evidence not included by NICE broadly supports the 
equivalency of outcomes position, i.e. that psychodynamic psychotherapy is 
just as effective for depression as CBT. Psychodynamic therapy’s efficacy has 
been misrepresented, and unfortunately, in its pure form as a treatment for 
depression, it is unlikely to survive in the NHS. At least in the short term, only 
through integration with other therapies such as CBT, or in treatments for 
other disorders, will dynamic ideas continue. In the long term, I agree with 
Milton who believes that marginalisation will continue if the psychodynamic 
community continues to engage in avoidance and denial of the evidence- 
based agenda. While it is possible to infer a positivistic assumption of 
scientific superiority from efficacy research, this need not be the case. 
Efficacy can be balanced by effectiveness and in this complementary 
approach there is hope that the full range of human meaning can be given
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credence. Maybe in this way, one day everyone really will win, and all will 
have prizes (Luborsky & Singer, 1975).
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What is the role of consultation in mental health practice? Do 
clinical psychologists do enough?
INTRODUCTION
In recent years the very nature of what it is to be a clinical psychologist has 
been challenged. Increasingly psychologists are being asked to provide 
consultation in addition to direct therapy. In 1992 Ovretveit et al. claimed that 
clinical psychology was becoming marginalized and if we wish to survive as a 
profession we must adapt or otherwise decay. Nearly twenty years after the 
Manpower Advisory Group report (1990) called for psychologists to put their 
level 3 skills at the disposal of other professionals through consultancy, calls 
still exist for clinical psychologists to do more. Is it a genuine failure, or are we 
simply not publicising what we already do? This paper aims to answer these 
questions by briefly reviewing clinical psychology and consultation in light of 
current NHS reforms such as New Ways of Working (NWW, British 
Psychological Society (BPS), 2007c), Agenda for Change (A4C, Department 
of Health (DOH), 2004) and the response of the Improving Access to 
Psychological Therapies project (IAPT, Richards & Suckling, 2008) to the 
Layard proposals (2005a). Secondly, the varied roles clinical psychologists 
play as consultants in mental health practice are explored.
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Next, British and international surveys of clinical psychologists’ professional 
activities are reviewed so as to gauge actual levels of consultancy work. 
Barriers to change are considered, and finally the costs and benefits of 
altering psychologists’1 traditional role are analysed, and implications for the 
future considered.
I am a clinical psychologist in training, and for this reason this paper holds 
particular personal relevance for me: it concerns the very future of the 
profession into which I hope to step. I came into clinical psychology wanting to 
be a therapist, not a consultant, and that is why I selected this topic. My views 
have changed somewhat along the way, and in order to make my position 
explicit, I have chosen to selectively use the first person. While I do not 
pretend to speak for all clinical psychologists, I shall, at times also use the 
plural form as it is to my fellow colleagues I write. In doing so, I hope I remain 
true to the reflective scientist practitioner stance, balancing an evidence- 
based objectivity with the recognition that our view of reality is inevitably 
partially subjective.
DEFINITIONS
Consultation, according to Brunning and Huffington (1990, p.31), ‘is a director 
indirect process enabling individuals, groups or organizations to fulfil their role, 
function or task better. The responsibility for this work remains with the person 
or persons requesting consultation, not the consultant.’ Consultation differs 
from supervision therefore, in that risk and responsibility are not shared. Also, 
in supervision there is a greater focus on the supervisee’s development. I will 
take a broad definition of mental health practice and therefore include settings
1 While it is recognised that many professions may offer consultation to mental health teams, 
this essay will focus largely on how clinical psychologists specifically may fulfil this role. Also, 
the term 'psychologist' will be used interchangeably with clinical psychologist to mean the 
same thing. Psychologists from other fields such as health, or occupational psychology will be 
referred to by their particular t i t le ._________________________   —
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such as learning disabilities and general medical settings, as it is my belief 
that mental health issues are present across all contexts.
CONTEXT
Clinical psychologists’ main purpose is to alleviate psychological distress 
through the core skills of assessment, formulation, intervention and 
evaluation. Historically, intervention was most commonly interpreted to mean 
‘direct’ interventions, often on a one-to-one basis with a patient.2 However, 
this began to change in 1990 when MPAG recommended that clinical 
psychology should develop a ‘consultancy model’ as its central role in the 
future NHS. It was argued that psychologists are perfectly placed to consult to 
individuals and organisations by virtue of the breadth and depth of their 
psychological knowledge. Over the next 10 years many psychologists 
experimented with small scale, often internal consultation projects. None of 
this was formally mandated by BPS policy or NHS reforms, however. During 
this period it was difficult to tell the extent to which MPAG advice was being 
followed, as few published studies quantified how much consultation 
psychologists were doing. The first document to mark a move towards an 
increased emphasis on psychologists’ indirect role was The core purpose and 
philosophy of the profession’ (British Psychological Society (BPS), 2001). 
While ‘consultation’ per se is not mentioned, functions redolent of it are, for 
example working with organizations to provide psychologically appropriate 
services.
2 The term ‘patient’ will be used in preference to ‘service user’.Th is  is because patient is used 
across a wider range of settings, such as clinical health psychology, or in child and family 
services where the 'identified patient’ is used. Secondly, personal experience working with 
‘service users’ suggests to me that this term in not universally popular, nor inherently 
empowering to them. It is arguable it implies an equitable relationship of a consumer to a 
provider of a service, a situation that in today’s society is rarely the case, its use further veiling 
these inequalities.__________________________________________________________________________
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As part of a wider movement to reform the NHS (‘NHS Plan') (Department of 
Health (DOH), 2000), and mental health services in particular (White Paper, 
‘Modernising Mental Health Services’) (DOH, 1998), efforts to reform the 
workforce began in 2003 with NWW. Its aim was for the NHS to deliver high 
quality patient care in a cost-effective manner. NWW set out to change the 
practice of the existing workforce by extending roles beyond the scope of 
current professional practice, and bringing new people into the workforce in 
new roles. In 2004 these policy changes were operationalised in A4C. In 
2007, 17 years after Brunning & Huffington (1990) first encouraged clinical 
psychologists to ‘jump off the fence’ and engage as consultants, the BPS 
finally published detailed policy on how psychologists might do this. NWW for 
applied psychologists suggests ‘Psychologists should seek to develop their 
role in contributing to the improved effectiveness of services through process 
consultancy at systems level, peer consultation and supervision, leadership, 
and the promotion of effective roles for users and carers’ (BPS, 2007c, p.4). It 
gives numerous examples of how psychologists have so far achieved this, 
and how they might go on to further develop their consultancy role. Alongside 
this workforce reform, the National Institute of Clinical Excellence began to 
publish guidelines on patient treatment, psychological therapy featuring highly 
in a range of disorders such as schizophrenia (2002).
However, as the reforms bedded in, it rapidly became apparent that the 
current capacity to deliver psychological therapies was grossly inadequate. It 
was at this point in 2005 that Lord Layard was asked to advise on how best to 
deliver the psychological therapies needed. From his report (Layard, 2005a) 
grew the IAPT initiative (Care Services Improvement Partnership (CSIP),
2007) from the Department of Health. In his proposals for psychological 
treatment centers he suggests clinical psychologists are best placed with the 
consultancy, supervisory and management skills to lead these units (Layard, 
2005b). The first demonstration sites are starting to come to fruition (Richards
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& Suckling, 2008). However, as Lavender (2008) and White (2008) point out, 
applied psychologists are absent at the Doncaster site.
According to the government, in today's cost-efficient, patient-centered NHS, 
high volume throughput and quality care cannot be achieved by rigid, 
territorial adherence to traditional professional roles. The Knowledge and 
Skills Framework (KSF) (Amicus & British Psychological Society (BPS), 2005) 
and A4C have meant clinical psychologists have had to relinquish their 
traditional adjectival job titles, and are giving way to competency-based titles 
such as ‘applied psychologist’. Merely assuming our doctoral level training 
alone prepares us for consultation will not be good enough. Those 
psychologists who wish to move on from the crowd of Cognitive Behavioural 
Therapists (CBT) therapists, and newly qualified clinical psychologists who will 
supposedly be delivering the high intensity therapy in the IAPT centers, will 
have to prove they have consultation skills, not just therapy skills, as these are 
what differentiate Band 7 from 83. Although the word ‘consultation’ is not 
referred to in the KSF family of psychology dimensions and levels (Amicus & 
BPS, 2005), close examination of the dimensions ‘person & people 
development’, ‘learning & development’ and ‘quality’ reveals examples typical 
of consultation. Moving from Band 7 to 8b shows a common theme of 
increasing responsibility for facilitating development in other members of the 
team. Examples include ‘enabling others to solve problems and address 
issues’, or ‘developing the necessary knowledge and skills needed by and in 
the team’ (p.66).
Clinical psychologists will have to prove they are doing a lot more consultancy 
if they want to maintain their differential status. The fact we uniquely are 
trained in more than one therapeutic modality is not an advantage anymore. 
Although the strands on assessment and intervention in the KSF talk of 
patient choice, there is no mention of individual therapists being expected to
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actually offer it, i.e. there is no stipulation at the higher banding levels that 
clinicians should be able to command more than one therapeutic modality. 
This hints at the unspoken assumption that CBT is the only therapy (the IAPT 
plan certainly seems to indicate this). This could be potentially disastrous for 
clinical psychologists because one of our unique selling points is now 
effectively worthless in the job market. Neither do the higher bandings’ criteria 
mention ability to work across client groups, another one of our advantages. 
In fact, IAPT appears to only address adult mental health (John & Vetere,
2008), in a CBT-dominated, homogenized agenda.
CONSULTATION TYPES AND ROLES 
Consultation dimensions
Consultation varies according to the formality with which it is contracted, and 
whether the consultant is operating internally, i.e. consulting to their team, or 
externally, e.g. advising another team undergoing a change process. Figure 1 
demonstrates where various types of consultation may lie.
Internal consultation
Probably, the most common form of consultation is internal, informal 
consultation (Quadrant A, Figure 1). This is often found in psychological 
liaison services where a psychologist is available for advice and support about 
a client on request (Item a, Figure 1). Christie & Daycock (2002) audited 
nursing staff attitudes to a psychological liaison service for child and 
adolescent medical wards. Nurses valued the delivery of direct patient care by 
the psychologist the most, with consultation fifth in their order of priority. Also, 
a quarter of nurses felt there was complete overlap between psychological 
liaison and the role of the hospital play specialist. Such lack of clarity over the
3 Newly qualified psychologists enter at Band 7.
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role of psychological consultation could at least be partially addressed by 
formalising the consultative role of the psychologist.
a. team member seeks 
advice from the 
psychologist in a brief ad- 
hoc conversation
internal
d. psychologist provides 
interpretations and 
advice about a client in 
a multi-agency meeting
informal formal
D C
g. colleague from 
another mental health 
sector makes an 
informal, ad-hoc 
contact for advice
h. cross-team peer 
supervision or case 
discussion group
b. bookable 
clinic for team 
members
c. in-house 
training & 
supervision
B
f. bookable clinic for 
staff from "feeder" teams
external
e. Consultation to 
team undergoing 
change process 
(possibly contracted 
and remunerated)
Figure 1. Types of consultation
Quadrant B shows a more formalised conceptualisation of consultation within 
a team. In answer to the problem above, the psychologist could set up a 
bookable psychological consultation clinic for nurses (Item b), or facilitate a 
case discussion group where psychological formulations are introduced. Such 
interventions mark out clearer professional boundaries, highlighting and 
differentiating the specialist skills psychologists can offer. NWW for teams 
(BPS, 2007c) suggests psychologists can provide a valuable alternative to the 
medical model in team discussions. Dowling & Manning (2004) give a 
powerful example of how psychologists working within a team can introduce
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more psychologically-informed conceptualisations of a problem through 
facilitating reflecting teams in an assertive outreach service. In-house training 
and supervision is also arguably a form of more formalised internal 
consultancy (Item c). Quarry and Burbach (1998) argue that their alternative 
clinical consultancy model, which emphasises small scale in-service training 
and supervision, is a realistic way for psychologists to share their consultancy 
skills. It thus avoids the role conflict inherent in internal consultancy, and also 
does not require psychologists to acquire extra knowledge in organizational 
psychology.
A model which cuts across team boundaries, but still constitutes an internal 
consultation (approximating to Item d), is the multi-agency model described by 
Bremble & Hill (2004). They present a detailed case study suggesting how a 
team psychologist might facilitate multi-agency meetings convened to think 
around problematical child and family work, especially where the identified 
patient is set within a complex system of child protection and parental mental 
health issues. The authors observe that there is a tendency for primary care 
to pass responsibility for patients up the system hierarchy to the perceived 
‘experts’, i.e. psychologists or psychotherapists. Using systemic and solution- 
focussed ideas, the psychologist and an observer provided a formally 
convened reflective space for professionals from various agencies to explore 
their own strengths and resourcefulness, alongside preferred outcomes. The 
meeting was successful in loosening up thinking in that participants ‘shifted 
from demanding action by other services to thinking about what they could 
begin to do differently’ (p.32). NWW concurs that a powerful way of allowing 
reflective space which can prevent frenetic activity and ‘doing’ is to have a 
‘consultant in the system’ (Roberts, 1998 cited in BPS, 2007), an idea closely 
linked to Schôn’s reflective practitioner (1987).
Brunning & Huffington (1991) highlight some of the difficulties of internal 
consultancy. While much internal consultation is part of psychologists’
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everyday job, for example consulting about individual clients, service planning 
or evaluation, difficulties may arise when consultancy is connected to a 
request to bring about change. Change inherently generates winners and 
losers, which places the psychologist in a delicate political position within their 
team. Furthermore, the ‘observer position' or three person system (Campbell 
et al., 1989) so valuable in creating the reflective space necessary in 
consultancy is complicated by the familiarity and loyalties the team 
psychologist would have with their colleagues.
Issues in internal consultancy
Consultancy can differ not only in terms of formality or externality, but also 
according to the rationale for consultancy. A consultant's aim may be to 
improve an individual patient’s care, e.g. sharing a psychological perspective 
with a nursing colleague who is stuck with a client, or providing a 
psychological formulation in a team case discussion group. Both examples 
are relatively informal, patient-centred contexts. Alternatively, the consultant 
may be working at the organizational level to improve team dynamics 
especially during a time of change. This type of consultancy is often referred 
to as process consultancy, or developmental consultancy by Campbell (1989).
Psychologists need to be cognisant of hidden agendas behind management’s 
request for consultation, and be prepared for the possibly negative 
implications of their role as change agents. Brunning & Huffington (1991) 
therefore suggest it is more effective to consult externally to their own team, 
preferably formalising the request through a verbal or written contract (Item e 
Figure 1). This marks the consultation as legitimate and sanctioned by the 
employer. The authors point out that consulting without the overt sanction of 
the employer could lead to ‘lack of support for consultation work, to criticism 
about meddling in other people’s affairs... or “not going about your proper 
work’” (1991, p.33). Writing psychologists’ consultancy role into documents
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such as job descriptions or departmental operational policies establishes 
psychologists as a legitimate, internal resource to their district, a resource 
which, if contracted properly, could be remunerated, generating income for 
their unit or NHS trust, or at the very least saving the cost of contracting an 
external consultant.
External consultation
Quadrant C, item a represents a more formalised, external consultation 
model. Examples include consultation clinics for individual staff in children’s 
learning disability teams (Cheseldine et al., 2005; Jones & Weinberg, 2006), 
and clinical child psychology consultancy clinics to mainstream schools (Freire 
& Sutton, 2003) (Item f). Group formats also exist, such as Prior et al.’s (2003) 
staged consultation supervisory model for health visitors, delivered by child 
clinical psychology. In addition to the usual function of consultation as 
improving patient care though indirect means, in the context of these clinics it 
also serves the secondary function of gatekeeping referrals. Staff from 
‘feeder’ teams, often located in primary care, can receive specialist advice 
that allows them to improve their management of patients without needing to 
‘pass the hot potato’ (Bremble & Hill, 2004) onto secondary care. Other 
gatekeeping types of consultation include the systemically inspired, solution- 
focussed consultation appointments (Joscelyne & Godwin, 2005; McGarry et 
al., 2007), sometimes called ‘Choice’ appointments in Child and Adolescent 
Mental Health Services (CAMHS). Similar to Barkham’s 3-plus-1 (Barkham et 
al., 1999) model, found in adult mental health, these also serve to provide 
brief interventions which screen out unnecessary referrals. The most 
formalised and external type of consultation would include expert consultation 
to outside bodies such as the government and health organisations. The 
NWW document on team working (BPS, 2007c) explains how psychologists 
provided research and consultancy to the National Burns Care Review Team.
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Finally, Quadrant D delineates informal, external forms of consultation, such 
as when a colleague from another mental health sector calls for advice on the 
assessment or management of a patient (Item g). A more formalised example 
would be when another team offers short term consultation. For example, 
CAMHS have recently been required to take on responsibility for children with 
learning disabilities (LD) and mental health problems. In order to facilitate the 
transition from child to adult services, local adult community LD teams may 
offer consultation, supervision and training to staff in CAMHS who as yet lack 
the specialist knowledge and skills (Item h). This arrangement may not, 
however, be funded and written into operational policies and therefore 
remains fairly informal and temporary.
Service user and carer involvement
Another form of external consultancy is when psychologists facilitate service 
users to consult to a team. Psychologists can play an important role in 
monitoring and nurturing staff attitudes to service user and carer involvement. 
However, NWW (BPS, 2007c) cites Arnstein (1968) by warning that assigning 
consultation roles to service users can be a form of tokenistic involvement. A 
positive example of psychologists acting as consultants to service user groups 
is the East Sussex Hearing Voices Groups. Originally started with the support 
of clinical psychologists, service user members eventually took over the 
running of the groups so they are now entirely service-user lead self-help 
groups (BPS, 2007c; p.35).
HOW MUCH CONSULTATION ARE WE DOING?
United States
The review above may seem to suggest that psychologists are doing a lot of 
consultation. However, objective data on which to base firm conclusions is 
lacking: few surveys of the professional activities of psychologists exist, and
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those that do are patchy. The most rigorous surveys have been conducted in 
the US by the American Psychological Association’s Division of Clinical 
Psychology. Every ten years since 1960 the association has surveyed its 
membership, the last being in 2003 (Norcross et al., 2005). The proportion of 
members involved in consultation has declined from 63% in 1986 to 47% in 
2003. Of those members involved in consultation, the proportion of their time 
spent on it has fallen from 11% in 1986 to 7% in 2003. It therefore appears 
that for most American psychologists, consultation forms a fairly insignificant 
part of their working week, if it features at all.
United Kingdom
In 1990 Norcross and colleagues conducted the first national survey of British 
clinical psychologists and compared it to their US counterparts4 (1992a; 
1992b). They found that UK psychologists spent 12% of their time on 
consultation, and US colleagues 11%. However, caution is needed when 
comparing the two countries as the American sample’s demographic profile 
differed significantly (see Appendix A for details). A typical British clinical 
psychologist was a 40 year old Caucasian woman with a master’s degree and 
11 years post-qualification experience. Their US counterpart was a male 48 
year old Caucasian with a doctorate and 17 years post-qualification 
experience. Also, compared with American clinical psychologists, the British 
are more likely to be employed in a hospital or outpatient clinic, whereas 
Americans are more likely to work in their own private practice or in a 
university. This was confirmed by a survey of British clinical psychologists in 
1992 that found 88.3% worked in the NHS and only 4% in private practice 
(Garrett, 1995).
4 it is ironic that the first national survey of clinical psychologists in Britain was conducted by 
American clinical psychologists and a British counselling psychologist!_____________________ __
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Unfortunately, while each nation in Britain has conducted surveys on 
psychologists - Scotland (NHS National Services Scotland, 2006), Wales 
(BPS, 2002), and England (BPS, 2005) - none have specified consultation as 
a separate category. Only Ireland can claim specific knowledge of how much 
consultation its clinical psychologists are doing. According to Carr (1996) it is 
not very much: 5% of their time. Although as long ago as 1992, it was 
suggested we should routinely quantify all non-direct patient work and see 
how it fits the definition of consulting (Ovretveit et al., 1992), it appears we are 
still no nearer to achieving this. As Norcross (1992a, p.29) says, ‘Efforts of 
psychologists to improve health care delivery and to find solutions to 
important professional problems have often been impeded by lack of ordinary 
census data. We frequently have not known who is doing the psychological 
work, nor what the work is, where it is being done, or what the practitioner 
thinks about the field.’
Israel
Israel is the only other nation to have published data on levels of consultancy 
delivered by professional psychologists. Sharni & Zemet (1981) in their survey 
of the Israeli Ministry of Health mental health system found that 10% of 
psychologists’ time was spent on consultation. It is interesting that in 
examining their state-run health system, probably more similar to the UK than 
the US, consultation and other indirect work is exhorted by the author to be 
the most morally and economically responsible way to share scarce 
psychological resources amongst its people. Furthermore, the authors point 
out that working indirectly or in a group context may prove more acceptable to 
certain ethnic groups.
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T rends
It seems that across the world direct patient work5 occupies the largest part of 
clinical psychologists’ time: US 49% (Norcross et al., 2005), England 62% 
(BPS, 2005), Wales 86% (BPS, 2002), Scotland 63% (NHS National Services 
Scotland, 2006), Ireland 47% (Carr, 1996), Israel 57% (Sharni & Zemet, 
1981). Consultation appears a small part of a psychologist's working week. 
The most up to date information we have for Britain, now 18 years old, 
indicated clinical psychologists spent 12% of their time consulting (Norcross et 
al., 1992a). While Norcross et al. (2005) found that in the US the proportion of 
psychologists involved in consultation decreased by 16% between 1986 and 
2003, it is unclear whether this country is following a similar pattern. Inferring 
trends from American data is problematical because of the widening gaps in 
employment practices between the two countries. For example, private 
practice is an increasingly common employment setting for American clinical 
psychologists (17% 1960 to 39% 2003). It may be that working in private 
practice decreases the opportunities for MDT working, and hence the trend for 
American psychologists to be offering less consultative work. If this is so, the 
American trends should not cause alarm to British colleagues as most work in 
NHS settings where MDT-working is the norm.
BARRIERS TO CHANGE
From the discussion above of the political context of psychology in today’s 
NHS it could easily be assumed that change is inevitable -  we either do so or 
go under. However, there are many reasons why it might be hard for 
psychologists to fulfil the new consultant role in mental health practice.
5 only the most basic of comparisons between countries can be made because each study 
has slightly different definitions of what 'patient work’ entails. Generally assessment and 
therapy have been combined to give a total for 'direct patient work'. Also, some of the surveys 
include all applied psychologists not just clinical psychologists. _____________________ _____
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Training
It cannot be assumed that clinical psychologists are currently equipped to 
deliver process consultancy. The doctoral pre-qualification training does not 
specify this as a required competency (BPS, 2007a), although this is more 
developed in Scotland where they have benchmarks (NHS for Scotland, 
2006). Indeed, only occupational psychologists are currently required to 
posses this kind of training. CPD in consultancy skills becomes the default 
route; a quick glance through the adverts in BPS publications shows just how 
expensive courses are likely to be. We are trained however in peer 
consultation, supervision and training, and Quarry and Burbach (1998) argue 
that clinical psychologists would be better advised to concentrate on 
marketing these pre-existing skills. Furthermore, it is possible that 
psychologists may not have local credibility as organisational consultants, as 
their role has not traditionally featured this highly (BPS, 2007c).
Seniority
The job title ‘Consultant Clinical Psychologist’ would suggest that 
psychologists see themselves as having more of a consultancy role than more 
junior colleagues. Interestingly, this does not always appear to be the case. 
Norcross and colleagues (1992b) found that younger psychologists saw 
themselves more frequently as consultants (11% vs. 6%) while their more 
experienced counterparts conceived themselves as managers (15% vs. 5%). 
A significant barrier to change may be attitudinal therefore, whereby more 
senior staff do not view the consultant role as legitimate, and may therefore 
be resistant to taking it on. However, there is a tension between newly 
qualified psychologists needing to consolidate their direct patient skills in 
therapy during the immediate post-qualification period and the increasing 
pressure for them to step up to consultancy if they wish to move into 
Specialist Band 8 posts.
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Internal consultancy
With the increased move towards psychologists being integrated into MDTs, 
the attendant frequent, informal day to day contact may make consultation 
and supervision of team members more problematical (BPS, 2007c).
Attitudes
Osborne-Davies (1996) investigated how clinical psychologists were viewed 
by other members of the Community Mental Health Team. A Psychological 
Consultancy Service operated, providing an informal, internal service to team 
staff. It revealed that most nurses valued the opportunity to consult with a 
psychologist on client care, but a significant number also suggested their role 
was not made sufficiently clear. Furthermore, some complained of limited 
contact with psychologists and that they appeared ‘aloof and ‘remote’. Overall 
however, respondents appeared willing to be consultées. Moore (2004) 
studied LD residential support workers’ attitudes to clinical psychology and 
found that increased contact was linked to more favourable attitudes. 
Interestingly, none of the open-ended replies mentioned consultation as a 
possible clinical psychology role. Other studies have also confirmed that 
limited experience of clinical psychology frequently leads to over-valuing of 
direct over indirect work (Barton et al., 2000; Christie & Daycock, 2002). 
Barton et al. (2000) asked ward staff on an inpatient unit which psychological 
interventions they would most value. Whereas the clinical psychologists rated 
indirect, consultative work as most useful, the nurses valued direct patient 
work the most.
SHOULD WE CHANGE?
It is pertinent to ask whether clinical psychologists want to change. After all, 
many people will have entered the field because they were attracted to the 
therapeutic role, and will therefore be alarmed at giving this up in favour of
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becoming consultants. Furthermore, some might argue legitimacy and respect 
will be lost with our therapist supervisees if our therapeutic role is eroded. It 
may be that the new preceptorship period will guard against therapeutic de­
skilling. This is a period of one to three years post-qualification that is 
recommended by KSF/A4C to allow newly qualified psychologists to 
consolidate their clinical skills before moving onto specialist posts (Amicus & 
BPS, 2006). Clinical psychologists moving up to more senior posts would be 
ill-advised to give up therapy altogether as it may deplete and damage our 
core identity as direct clinical practitioners (Seager, 1994).
‘Expert’ position
Other psychologists may shun some aspects of the consultancy role as it 
could be argued that it implies an ‘expert’ position. For example, external 
formal consultancy, such as consulting to teams undergoing organisational 
change, relies upon a distance between consultée and consultant. This could 
further engender the feeling of ‘otherness’ and power of the consultant. I 
believe, however, that as a profession we have a tendency to devalue our 
expertise in the mistaken belief that to do otherwise might damage 
harmonious working relationships and a sense of equality between members 
of the MDT. As Miller & Swartz (1990) say, This strategy has the potential not 
only to deprive patients of valuable expertise, but also limit the contribution to 
health care in the long term.’ This is echoed by Moore (2004) who found that 
support workers held the strong opinion that clinical psychologists ‘behaved 
with humbleness and respect, whereas the opinion that they were 
knowledgeable, and provided helpful advice and intervention, was 
considerably weaker’ (p.38). My preferred position is aligned with Miller & 
Swartz (1990) who suggest psychological consultants can create a safe, 
reflective space to openly discuss power differentials between professionals. 
Owens & Newton (2006) describe how successfully this was tackled between
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counselling and clinical psychologists when a good working relationship had 
first been established.
Diversity
If we do decide to engage in consultancy, whether it be formal or informal, 
external or internal, it is vital we do so with an awareness of the diversity of 
our ‘clients’. Recognising and encouraging diversity within a team is likely to 
produce a more varied and constructive discussion than focussing on 
commonalities that may prematurely shut down more creative solutions (BPS, 
2007c). Not only gender, race or class are relevant here, but the diversity of 
professional discourses. Each profession has its own culture and language, 
for example nurses are likely to be more instilled in the medical model, and as 
consultants we need to be able to respect and ‘hear that language. Campbell 
et al. (1989) points out that belief systems are powerful moderators in 
processes of change in MDTs. The individual combines with the 
organizational belief system to create a certain view of relationships at a point 
in time. Diversity of belief system can have negative consequences also, 
however. Owens & Newton (2006) studied collaboration between clinical and 
counselling psychologists and found that although attitudes were mainly 
positive, when difficulties arose they concerned difference in language and 
model orientation. A strong message was of needing to ‘accept and 
acknowledge difference from the outset, and work with it to promote creative 
new understandings.’ (p.19)
THE FUTURE
So, are we really not doing enough consultation, or is just that we are failing to 
publicise the work we are doing? The answer to both must be ‘yes’. Many 
good consultation projects exist, but they are piece meal. It appears our 
fundamental professional identity still centres on direct therapy. But what cost 
will this have to our clients, and our own professional position? One-to-one
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therapy is not the best use of scarce clinical psychology resources, and 
although the BPS can shout till it is hoarse ‘psychologists are not just 
therapists’ (BPS, 2007b), we will remain so, if we neglect to clarify and 
develop our consulting role.
Defining consultation narrowly as process consultancy will be de-skilling as 
this is an area in which we lack confidence and skill compared to others like 
occupational psychologists. Instead, starting with the skills we already have is 
likely to be more attractive to cost-conscious managers, and to psychologists 
themselves. As scientist practitioners we are already skilled research and 
service evaluation consultants, and as Quarry and Burbach (1998) illustrate 
we are also skilled trainers and supervisors. This approach recognizes our 
current strengths and values, and builds on interventions with which many of 
us are familiar and comfortable. However, clinical consultancy must offer 
more than ad-hoc conversations in corridors, or hesitant formulations in team 
meetings. Offering bookable consultation clinics, facilitating reflecting teams, 
contracting externally for process consultation are all approaches which have 
the potential to spread our expertise more broadly. These more formalized 
consultations also function to better advertise our profession, and what we 
can offer. To do anything less, sells us short, as well as our patients.
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PEL Reflective Account 1
Relationship to change 
THE TASK
The problem based learning task (Wood, 2003), ‘The relationship to change’, 
was the first of its kind I have experienced. The remit was loose -  our group of 
six was to explore our relationship to change and give a 20 minute 
presentation communicating our understanding in any way we chose. This 
paper outlines how we evolved as a group and my part in that process. I use 
Lavender’s (2003) extension to Schôn’s (1987) model of reflective practice 
which includes ‘reflection on self, ‘reflection on impact on others’, ‘reflection in 
action’ and ‘reflection on action’ (Figure 1.) to relate what I learned about 
myself and group process to my subsequent clinical work on placement. My 
reflections then turn to possible future developments for our case discussion 
group (CDG) before finally considering how this process has helped me on 
my journey o f ‘becoming a person’ (Rogers, 1961).
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^election on s u ­
ivie
Reflection 
on impact 
on others
Reflection 
on impact 
on others
T H E  T A S K
The Clinical
Group Practice
Figure 1. Problem based learning reflective model adapted from Schôn (1987) and 
Lavender (2003).
GROUP PROCESS AND ME
Our initial challenge was to decide what element of change to focus on. Our 
group spent two sessions working in a loose and unstructured way, 
brainstorming what change meant to us personally and what it might mean to 
clients or wider society. Initially confused, and feeling resentful at not being 
given more guidelines, I felt swamped by the complexities and uncertainties of 
the task, and by the responsibility for directing our own learning. I wanted 
structure, and as a way of coping I volunteered to be scribe in the first
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session. From a transactional analysis perspective I took a parental role 
(Berne, 1964), and thereby positioned my colleagues as ‘children’. Indeed, 
some group members resisted deciding whether to have a chair. Were they 
resisting parental authority as children would? Or were they asserting our right 
to be equal adults with no authority figure? This ‘anarchy’ made me nervous, 
and I impatiently felt a strong urge to take over and ‘parent’.
As a scribe I could take a position of neutrality and thereby avoid having to 
disagree with anyone and risk being disliked. I desperately wanted to ‘fit in’ 
and feared social evaluation. My false self (Winnicott, 1965) activated my 
defence mechanisms, suppressing anxiety and irritability, as I assumed these 
strong feelings must be signs of neuroticism. I very much wanted to be seen 
as the right kind of trainee clinical psychologist.
By the second session I was starting to feel more relaxed as I saw the 
consideration and gentleness of my fellow members. My confidence grew and 
I proposed several ideas for consideration. However, I never defended my 
ideas strongly and was happy to cede to the group if it appeared a better idea 
was emerging. Although I didn’t identify so strongly with my own ideas that 
their rejection felt like a rejection of me, I was pleased when some of them 
survived into the final presentation. My interactions with others were becoming 
more adult-adult (Berne, 1964).
In the third session we finally found a goal and I suspect others like me 
experienced relief from the anxiety of not knowing what to do. Possibly to 
avoid further anxiety, we spent little time talking about the process we were 
going through. We didn’t discuss our feelings about the group process or 
comment on the nature of our verbal or non-verbal communication. The relief 
and excitement were too great as our ideas took shape, each of us bouncing 
more and more hilarious ideas off one another. Why should we want to stop 
this heady flow of fun?
Page | 63
VOL I: ACADEMIC DOSSIER
We decided our presentation would take the form of a chat show in which our 
‘client’, a woman suffering from compulsive buying, would be brought along by 
her long-suffering husband to be cured. Experts in the audience who were to 
change her included Beck, Skinner and James Prochaska. Roles taken by our 
group members were surprising. Many of us found that behind an actor’s 
mask we were able to express ourselves more freely. From being somewhat 
guarded in my participation in the group, I revelled in the role of Prochaska, to 
whom I gave a loud American persona. These characters formulated our 
shopaholic’s problems from cognitive, behavioural, and stages of change 
perspectives (Prochaska etal., 1992).
In our penultimate session we hurriedly turned our attention to writing 
'something reflective’. Courageously, I stated my feelings without first 
checking with my group members for approval, and in this moment I sensed 
my eager-to-please-false-self starting to crumble, revealing glimpses of my 
true self behind. The warmth of my group provided a secure base (Bowlby, 
1988), their acceptance allowing me to accept myself enough to take a risk.
My courageous’ idea was that the ‘easiness’ of our group may have 
encouraged a content-focus, drawing us away from reflecting on group 
process. We went straight from ‘forming’ to the ‘norming’ and ‘performing’ 
stages, skipping the conflictuel ‘storming’ process (Tuckman, 1965). We were 
careful to be polite, sublimating ourselves (A. Freud, 1936 cited in Brown & 
Redder, 1979) for the higher social good of group cohesion (Yalom, 1985).
CLINICAL APPLICATION 
Reflections on self
The PBL task stimulated my social anxieties and tendency to approval-seek. 
My better self-knowledge now allows me to be more sensitive to my clients 
who may be repressing parts of themselves for fear of shocking me and being
Page | 64
PBL Reflective Account 1
rejected. In fact, I would say that it is impossible to help others until one has 
understood oneself first. I agree with Rogers (1961), who says The degree to 
which I can create relationships which facilitate the growth of others as 
separate persons is a measure of the growth I have achieved in myself.’ 
(pp.56). Lavender (2003) asserts the importance of reflecting on self in clinical 
psychology: ‘we all have vulnerabilities from our pasts, and we will encounter 
social contexts that may expose those vulnerabilities... Having an awareness 
of those vulnerabilities...is important in deepening our respect and 
understanding for our clients’ difficulties.’
Reflections on impact on others
Working within the cognitive behavioural model I have found myself 
enthusiastically wielding my ‘Mind over Mood’ (Greenberger & Padesky, 1995) 
and charging in to do CBT techniques ‘on’ clients. Puzzled when my 
behavioural experiment or cognitive challenges haven’t worked, my supervisor 
encouraged self-reflection by holding up a mirror to see my impact on others. 
Eager to sort out the content of my clients’ problems, I had failed to hear what 
they were expressing in the covert process of our sessions. I missed subtle 
signals of body language, left unexplored what was not said, or quickly 
sanitised and quantified clients’ vague or ambivalent feelings into the CBT 
thought-mood-behaviour model. The times when I have slowed down have 
been the most successful. Putting my CBT manual aside and relating to the 
client in a more person-centred way (Rogers, 1961), I have noticed how the 
quality of our relationship and communication surged forward.
I am beginning to learn to pay special attention to my thinking and feelings 
when dealing with unfamiliar situations. Noting and recording these internal 
processes in the moment, and then in supervision afterwards (reflection in 
and on action), has helped me develop greater self-awareness and 
effectiveness. For example, recently listening to taped therapy sessions, I
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remember feeling almost motherly to an older female client, and distant from 
a younger male client. My feelings were indeed revealed through my tone of 
voice and choice of words. I hypothesized that my distinct ways of 
communicating impacted on them differently, by blocking the therapeutic 
relationship with my young male client and creating more dependency on me 
in the older female client.
Reflecting on interactions with colleagues is also useful. Whilst planning a 
group session with a nurse-colleague I sensed her ambivalence about having 
to run the group. I found myself doing all the research and then virtually 
leading the session on my own. Again, my supervisor held up a mirror. 
Unbeknownst to me, my position as a trainee clinical psychologist, as well as 
my enthusiastic, brisk and organised manner, may have intimidated her. 
Feeling threatened she took the one-down position and opted out. I realise my 
own insecurity spurred me into proving my professionalism by generating lots 
of fantastic ideas to impress her.
WAYS FORWARD
Could I have done a similar thing in my PBL group? Yes, my weakness may 
have been that in my anxiety to be the right kind of clinical trainee I fussed 
over minute-taking and agendas, put on my professional confident mask, and 
whipped out psychological theories to bedazzle my fellow trainees. But how 
about honesty for a change? How risky would that feel? How appropriate 
would that be? Although the literature on group psychotherapy is illuminating, 
how transferable is it to our CDG groups? While I recognise we are not a 
psychotherapeutic or encounter group, I suspect that some of these ideas can 
be useful in deepening our appreciation of group process. Could we, as 
KMighan & Lilly (1997) suggest, have been using cohesion and ‘group think’ 
to foster avoiding? KMighan & Lilly (1997) quote MacKenzie (1983) who 
speculates that conflict is probably necessary for challenging defences and
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deepening self-disclosure. Maybe now we feel safe enough to do some 
‘storming’, and work at a deeper level where interpersonal process can be 
more explicitly addressed, and perhaps even share a little of our personal 
worlds. We are lucky to have much cultural and ethnic diversity within our 
group, and I look forward to exploring how our distinct backgrounds influence 
us as individuals and as clinicians. Also, in the safety of our peer group, we 
can practise some of the more difficult interpersonal skills needed to manage 
conflicts in MDTs and deal with tolerating ambiguity common in the complex 
ethical issues we face in our daily work with clients.
LESSONS LEARNED
I have learned to stop thinking that I can arrive at some fixed, final point of 
perfection. As Rogers (1961) says, both for our clients and ourselves the 
process of personality change is from fixity to changingness, from rigid 
structure to flow, from stasis to process (p.131). Starting off with a fixed idea 
of what university learning should be like, I had to unlearn many unhelpful 
attitudes acquired from previous experiences of education. When I stopped 
seeing our lecturers as expert sources of knowledge, bestowing their 
knowledge on me, to seeing them more as channels, I was better able to take 
responsibility for directing my own learning. I had to learn how to relax into a 
state of ‘unknowingness’, and allow the group become fluid. Although we 
didn’t do a lot of reflecting at the time, I realise now that is OK. This is the start 
of a growth process that will go on over the next three years and beyond. 
Rogers (1961) said that what characterises a self-actualised person, and I 
would argue groups too, is a constant ‘process of becoming’. Our group won’t 
ever ‘get there’ and arrive at a fixed point. I hope we remain a process not a 
product.
In our PBL presentation we unsuccessfully tried to change our shopaholic’s 
compulsive buying symptoms, but we never really got to her, who she was.
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For me, the deeper process of change involves more than mere symptoms, 
but personality structure itself We need to embrace the wholeness of our 
clients, most importantly eliciting their views first before charging in with our 
interventions. Reflecting back on the PBL task and the first few months of my 
placement I really appreciate how personal professional development 
necessarily invites a deconstruction of self during clinical training (Gillmer & 
Marckus, 2003). This has felt de-skilling and incongruous when contrasted 
with the super-competent image demanded of us as applicants. I have to 
challenge continuously those parts of my personality that need neat answers 
and be in control. It seems strange to me that to move forward I have to let go 
of trying to know exactly where I am going. My instinct tells me that only such 
a deceptively simple approach will equip me to deal with the complexity and 
confusion that awaits me in my future clinical work.
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PBL Reflective Account 2
Child protection, domestic violence, parenting and learning 
disabilities
INTRODUCTION
After an unsettled first year, our case discussion group (CDG), reconvened 
after the summer break to start the first activity of the second year, the 
Problem Based Learning (PBL) task on children and people with learning 
disabilities. My feelings about our CDG were reflected in many of my 
colleagues' comments in those first few meetings: we were absolutely 
determined to make our group work this year by ‘doing things differently’. This 
reflective account, I hope, will tease apart the evolving continuities and 
discontinuities of our group’s process, with lessons learned integrated along 
the way. I situate the task in Bronfenbrenner’s social ecology model (1979) to 
show how difference and diversity affected our personal reactions.
THE TASK
We were presented with a brief case history of the Stride family where the 
three-year-old twins had been removed into foster care due to concerns over 
emotional abuse and neglect. Mrs Stride had a mild learning disability and Mr 
Stride had been in special schools. He was regularly violent towards his wife, 
something she minimised by comparing his level of violence favourably to her 
previous partner. Although they experienced deep poverty, and Mrs Stride in 
particular struggled with operating even basic household appliances, they 
both desperately wanted their children to come home. Our task was to 
develop a risk assessment and rehabilitation plan that would inform the court
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in their decision on whether to return the children or place them for adoption. 
This we were to present to our cohort in any form we chose. As such the task 
was self-directed (Williams, 2001) and used a problem-based learning 
methodology. PBL has recently been introduced into clinical psychology 
training as a way of developing the core competencies (Stedmon et al., 2004) 
necessary for dealing with complex clinical decisions, of which reflective 
practice is a key meta-skill. This approach was particularly apt for the Strides, 
as their problems represented a complex interaction of risk factors, and their 
history with services was lengthy and characterised often by inter-agency 
conflict. Clinicians operating in such contexts require an ability to stand back 
and take the ‘third position’ (Campbell ef a/., 1989) in order to avoid ineffective 
frenetic activity. As trainees we were learning how to enter this reflective 
space, the group process and this report forming key aspects of our 
apprenticeship into reflective clinical practitioners (Schôn, 1987).
OUR PROCESS
Initial work was fairly unstructured. We discussed the Strides in an open- 
ended way, each choosing an area of risk to present. I chose risk to carers 
because of personal experiences of caring. I also introduced the presentation, 
explaining our decision-making process and multi-systemic interventions 
diagrammatically. This structure evolved over time with the process unfolding 
in a relaxed, organic way. The seriousness of the case material, and the fact 
we wanted a change from the dramatic approach adopted last year meant we 
decided not to embellish our presentation with costumes and funny voices, 
instead choosing a ‘straight’ presentation. Working this way, we felt less 
pressured to perform, leaving space to concentrate on the important issues 
and our interpersonal process. Sometimes I struggled with the lack of 
structure, worrying we would miss crucial issues or not complete the task in 
time. Reflecting ‘in action’ on my impact on others (Lavender, 2003) I decided 
to communicate my feelings and was relieved when I was met with
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understanding and willingness to discuss our approach. Recently, I sought 
feedback from another member of the group over how she viewed my role. I 
was pleasantly surprised she said I was more relaxed and less anxious about 
controlling the task than last year.
Situating ourselves: Social ecology model
In attempting to understand my own process through the task I have found 
Bronfenbrenner’s (1979)1 model very useful. I chose this model because it 
helps me understand how my personal reactions to the Strides and CDG 
colleagues are a product of complex interacting systems and attendant 
values. As I considered how my class, gender, and ethnicity differed from my 
colleagues and the Strides I visualized these nested systems as onion layers 
(Figure 2).
1 It is interesting to note that Bronfenbrenner co-founded the Head Start program in the US.
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Figure 2. Situating the PBL Task within Bronfenbrenner’s (1979) Social Ecology Model
Peeling back each layer I became increasingly uncomfortable with merely 
prescribing psychological treatments for this family. I wondered whether 
clinical psychology was implicitly perpetuating an individual/society dualism. 
Cromby (2006) suggests this oppressively locates causality for distress within 
the individual mind. I agree with Swenson & Chaffin (2006) who suggest 
treating abused or neglected children requires targeting multiple systems. For 
example, our CDG presented various system-level interventions like offering 
an LD advocate who could ensure agencies were educated and adapted to 
their specific needs.
Page 176
PBL Reflective Account 2
Macrosvstem
The macrosystem comprises social conditions, economic patterns and cultural 
values. It was here that I felt I shared the most common ground with the 
Strides. Throughout my childhood, the economy was in recession, economic 
patterns that today often hit unskilled workers like the Strides the worst. In 
today’s technological age, unskilled manual labour is decreasingly needed, 
leaving people like the Strides disenfranchised- surrounded by modern 
gadgets but unable to access what others appear to possess abundantly. 
Coming from a middle class but relatively economically stretched family, I 
understood how the Strides may have felt excluded. Our society’s cultural 
values emphasise material wealth like fashionable clothes, or elegantly 
furnished homes. Even government guidelines (DoH, 2000) suggest that 
children’s negative relative ‘social presentation’ to their peers constitutes 
grounds for ‘in need’ status. Furthermore, cultural values determine outsider 
status. My childhood was bohemian: being raised by my father on a boat I 
was considered an oddity. The Strides’ poverty and learning disabilities make 
them different. I could understand, therefore, why social services felt placing 
them in a stable and economically secure family would be better. After all, 
such advantages would enable the twins to have a lifestyle more similar to 
their peers and one more likely to nurture their cognitive development.
Such reflections on the macro-level pressures on the Strides have enabled 
me to empathise more deeply with a traveller client of mine on placement. My 
client was refusing school with her mother’s support. Reflecting on how 
cultural values discriminate against travellers, I understood why she wanted to 
keep her daughter at home and protect her from playground taunts.
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Exosvstem
Our CDG is situated within an exosystem that includes the university and 
NHS. Writing this report I am struck by the constraints imposed by what the 
university considers valid academic writing. Similarly, the Strides’ parenting 
must pass as valid by social services’ agents, e.g. the family worker teaching 
Mrs Stride to ‘keep house’. I empathise with the family’s ‘fishbowl’ situation. 
This report demands that the private arena of reflections be made public and 
thus scrutinised. Likewise family life, which for most people remains private, 
for the Strides becomes the public property of various agents of the 
exosystem. Each of us is ‘objectified’, and experiences varying levels of 
disempowerment. However, as an ‘expert’ professional, I in turn may become 
the family’s oppressor. Our CDG felt the heavy responsibility for making such 
monumental decisions about children’s lives. Subsequent experiences on 
placement have illustrated to me the damaging effects of being in the looked- 
after children system. However, I have also seen a mother knowingly invite 
the same man who sexually abused her daughter back into the home. 
Balancing service-users’ views with safe practice presents myriad ethical 
dilemmas.
Mesosvstem
Various microsystems comprise the mesosystem, each influencing the 
individual proximally. Relevant microsystems include the CDG, my family of 
origin and the Stride family. Each system overlaps, defining the boundaries of 
what is shared and what is different. Relationships with my CDG colleagues 
illustrate how communication between systems can be facilitated or hindered 
by level of match. As a woman I found it easier to relate to other women in my 
group, and harder to feel close to our only man. This distance was 
exacerbated by the differences in our class backgrounds. He came from a 
wealthy, private-school educated background, and I from a middle class but
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relatively poor background. Ethnically we differed too, although I suspect 
class was a greater barrier2. I therefore sometimes found myself not 'hearing' 
what he was really saying. It is possible he too felt 'different', surrounded by 
talk of motherhood and babies. Not until he shared some difficulties from his 
past that I realised his super-competent, confident image hid a vulnerability I 
shared. From then I felt more open to him. I also found it easier to feel close 
to and trust those CDG colleagues who shared my experience of family 
breakup. I wonder how they felt towards me. As the oldest member of the 
group, maybe they saw me as parental, especially when I tried to steer the 
group back onto task. The CDG presented a microcosm of the multi­
disciplinary team. Reflecting ‘on action’ I appreciate one of our strengths was 
our effectiveness as a team. We achieved a balance between managing the 
conflicts arising from our goal-directed remit, and the need to smooth 
relationships. Such dilemmas are common in child protection committees. As 
Smith (1993) says, in the absence of conflict-resolution mechanisms, 
committees can become conflict-regulating or conflict-avoiding systems. Both 
entail disproportionate amounts of time regulating or avoiding conflict rather 
than tackling the work required.
Concerning issues of personal relevance, some colleagues raised them 
openly while others like myself chose not to. A continuing personal and group 
learning need is balancing greater openness with drawing protective 
boundaries. Sometimes we swayed between feeling protective towards Mrs 
Stride and at other times towards the children. I suspect our personal reasons 
for relating to the family implicitly affected these polar positions. One member 
successfully made her internal process explicit by reflecting on how 
motherhood helped her empathise with the Strides as parents, realising how 
insecure she would feel about her parenting under similar scrutiny. We were
2 My colleague was brought up and educated in England in what appeared a very Westernised 
family, and therefore at least on the surface our cultural reference points had more in common 
than they differed. Future deeper exploration may reveal otherwise.___________________________
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acutely aware of the ethical dilemmas - to take the children away could be 
seen as depriving them of their mother’s love, as imperfect as the authorities 
saw it. But leaving them meant depriving them of economic and educational 
opportunities, and emotional trauma from witnessing domestic violence. 
While our personal histories acted as resources to enable emotional 
understanding of the ethical dilemmas, we needed our rational, scientist 
practitioner selves as well. Without taking this step back we may become 
subject to powerful transference reactions to the clients and systems with 
which we work. Indeed, initial experiences of complex family work on 
placement were overwhelming as I found all of my ‘buttons being pressed’. 
Children’s inherent vulnerability, and memories of my own childhood, 
combined to create potential blind-spots. Learning to catch them in the 
moment remains a challenge for me. However, reflecting on my reactions in 
supervision afterwards has been crucial in ‘minding the gap by learning not to 
fall into it next time (Bolton, 2001).
PRESENTATION AND FINAL THOUGHTS
I think our CDG worked better this time. When the day of the presentation 
dawned I was glad we had decided on a serious presentation style. I felt 
relatively relaxed as there were no props or lines to remember. While we 
could be criticised for lacking entertainment-potential and creativity, the 
positive feedback we received and sense of satisfaction on surviving it without 
undue stress, meant I did not envy other groups their loud applause. 
However, not everyone in our group felt this way, and I found myself playing 
rescuer (Karpman, 1968) trying to help a colleague feel alright about our 
presentation. This remains a learning point for me as my behaviour didnt 
appear particularly helpful for her, serving only to make her withdraw from me. 
Clinically, I have found the impulse to smooth a client’s distress with 
reassurance indicates that I am meeting my needs, rather than addressing 
their emotional needs. Could it be that subconsciously I worried how we
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appeared to others, sublimating (Lemma, 2003) narcissistic needs by 
comforting my colleague? As I finish this reflective account, I realise that not 
knowing the answer to this question is OK. It is enough that I have asked it, 
allowing the rising reflective bubbles to dissipate in the air (Paula, 2003).
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PBL Reflective Account 3
Working with people in later life, their families, and the 
professional network
INTRODUCTION
Perhaps it is apt that, as I approach the end of my doctorate, the final 
Problem Based Learning (PBL) task should be about old age. It is comforting 
to think that this PBL task, although a form of ending, contained within it a 
new beginning. I already knew most people in our mixed second/third year 
trainee group, but the fact that I had known one member on another course 
three years previously lent this final group task a symbolic sense of continuity. 
That course was to be the start of my journey into psychology, just as the 
ending of this course will be the beginning of my career as a qualified 
psychologist.
THE TASK
The case study concerned Mr Nikolas, a 69-year-old divorced gentleman who 
had been referred to psychology for assessment of his short-term memory 
problems and attendant care needs. At the time of the referral Mr Nikolas's 
driving licence had been removed after he had refused to stop at a police 
road block. Social services became involved. Mr Nikolas’s non-resident 
partner, Mrs Edwards, was accused by Mr Nickolas’s son of financial abuse. 
Social services invoked the Court of Protection and the family asked Mrs 
Edwards not to visit Mr Nikolas anymore.
After some open-ended discussions our group decided to approach the task 
under a set of assumptions. Firstly, we chose to imagine that Mr Nikolas had 
already had a neuropsychological assessment and was confirmed to have
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Alzheimer’s Disease. We focused therefore on intervention rather than 
assessment and chose a systemic model of work. Systemic theory was the 
preferred model of two of our third year members, and their articulate 
arguments were convincing. Although systemic working was not my preferred 
model, and the three second years had little experience with it, our group was 
unanimous in adopting this approach. Secondly, our initial exploratory 
discussions brought us the realisation that Mr Nikolas’s high dependency 
needs would require coordination between several professional systems, and 
therefore a systemic model was especially apt. Thirdly, we identified the 
referral’s major challenge as that of effectively meeting the client’s needs 
against a background of family conflict.
In an attempt to formulate Mr Nikolas’s problems and hint at possible 
solutions I proposed a systemic hypothesis about the conflict between Mrs 
Edwards and Alexander, Mr Nickolas’s son. This circular hypothesis (Cecchin, 
1987) did not apportion blame, but instead rephrased difficulties as the result 
of people’s attempted solutions. As Mrs Edwards offered increasing support 
to her partner to prevent him entering a home, Alexander increasingly pulled 
Mr Nikolas away from her. Our group suspected that he viewed her 
involvement as a veiled attempt to take his father’s money and thus his own 
inheritance (Figure 1).
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Approach Withdrawal
New Partner thinks
Mr N can’t manage on 
his own. If I help him 
he can stay at home 
We can continue our 
relationshio
Son thinks: She doesn t 
care about my father 
She wants to rob him 
and me of my 
inheritance. I must stop 
my dad from seeing her
PROBLEMATICAL 
DYNAMIC:
Conflict over who will 
support Mr N and how
New partner 
increasing involved 
in Mr N's care
Son pulls father away 
from new partner
Difficulty Attempted
solution
Figure 1. Feedback loop between Mr Nikolas's new partner and his son
By forbidding Mrs Edwards from visiting him, he thought he was protecting his 
father. We also posited that a similar approach-withdrawal dynamic was going 
on between Mr. Nikolas and the social worker. As services tried to support 
him and minimise risk, Mr Nikolas felt intruded upon and he further withdrew 
(Figure 2).
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Withdraw Approach
th inks: Everyone
just need
worker
PROBLEM ATICAL  
DYNAMIC 2: balancing  
care needs, risk and 
autonom y
Social w orker th inks: It's 
dangerous to leave him on 
his own. He needs others to 
care for him. Plus, if he hurts 
himself or someone else then 
I’ll be to blame. I must 
organise everything so 
there's no risk of that.
Mr N refuses to engage  
with professionals
Social w orker  
tries to take over 
Mr N ’s affairs
Difficulty Attem pted solution
Figure 2. Feedback loop between social worker and Mr Nikolas
Our intervention took the form of family therapy meetings which included key 
staff in the system around Mr Nikolas. There were five scenes, with the first 
and last scenes depicting telephone calls between the psychologist and Mr 
Nikolas’s sisters discussing his care. These were presented through a 
previously recorded video. Two further scenes involved family therapy 
sessions, one at the beginning and the other at the end of therapy. These 
comprised family sculpts’ where Mr Nikolas and then his son positioned 
family members in a frozen ‘tableau’. The sculpt conveyed their psychological 
representation of family relationships: spatial position and posture
represented Mr Nikolas’s and his son’s inner experience of being in the family 
(Carr, 2006). The middle scene featured a MDT meeting between the 
psychologist and care manager from social services. These three scenes 
were presented live.
Placement links
Benefiting from the hindsight of several months on an older adults placement,
I realise now some of our assumptions about Mr Nikolas and his family were
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problematic. I have since discovered that many older people suspected of 
having dementia never undergo full psychometric tests. Even when they do, 
the complexity of their presentation means the amorphous diagnosis of Mixed 
Dementia is frequently given. Nevertheless, we ‘imposed’ the clarity of a 
single diagnosis of Alzheimer’s on Mr Nikolas.
My use of the word impose is consciously chosen. On placement I remember 
a 90-year old woman referred to me for assessment of possible dementia, 
after the family and day centre had noticed short term memory loss. She, 
however, denied any problems and saw the assessment as a form of 
harassment by the health service. Like Mr Nikolas, my client’s cognitive 
impairment had affected her insight. Gaining informed consent to testing was 
impossible, and further attempts at persuasion posed ethical dilemmas. While 
trying to defend the older person’s right to independence and engage in a 
non-ageist way as we strive to do (Department of Health, 2001; PSIGE, 
2003), my PBL group, and I on my placement, struggled to balance the need 
to manage risk with the patient’s needs for self-definition and autonomy. My 
discomfort at Mr Nikolas losing his independence was echoed by my 
discomfort at seeing my patient trying to assert her self-hood against a ‘gang’ 
of well-meaning family members and health service professionals. My 
patient’s growing frailty was accompanied by increasing constraints. My 
intervention was threatening because she perceived the implications of it as 
loss of control (Coleman, 1999). As such I was acutely aware of my powerful 
position and the relatively disempowered position of the dementia patient.
The task and me
In the midst of these muddy waters, reflection is all the more important. I feel 
fortunate that my training institution takes seriously the BPS guidelines on 
training to work with older adults (PSIGE, 2003). They suggest that trainees 
should have time to reflect on the personal effects of working with older
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adults. I found some aspects of the task personally upsetting as it reminded 
me of ageing and death in my own family. Like Mr Nikolas, I have felt torn 
between conflicting parties and agendas. Trying to keep the needs of the 
client foremost in one’s mind when in the middle of a battlefield requires 
space to take the ‘third position’. Only in this way can all the elements be 
impartially weighed up. Like on placement, during the PBL task we did little 
reflection ‘in action’, and therefore I am particularly grateful for the time now to 
‘reflect on action’ (Schôn, 1987).
GROUP PROCESS
Our group diversity was striking. There was a twenty-year age range and 
culturally we varied considerably also. While all of us were British, we counted 
within our families of origin American, Portuguese, and Indian roots. The 
difference between where we were in the course was apparent also. I was 
aware that the second years had a year less training than me, and therefore I 
was careful not to assume knowledge or experience. This may have made me 
a little more tentative than I usually would be. In addition, there were several 
natural leaders in our group and their ability to influence group opinion and 
direction was powerful. Consequently I sometimes stepped aside for fear of 
‘too many cooks spoiling the broth’.
The task’s effect on us
I think our tendency to quickly impose a diagnosis on Mr Nikolas and equally 
hasty choice of intervention may reflect our own ambivalence around end-of- 
life issues. All our ‘doing’ was a way of avoiding ‘being’: being with the difficult 
feelings that discussing dementia, old age and death engenders. Terror- 
management theory, part of a new existential experimental paradigm, 
suggests humans typically unconsciously avoid discussing issues of ageing 
and dying because it reminds us of our own mortality (Solomon et ai., 2004). 
Possibly the whole system around Mr N was attempting to manage the terror
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associated with an awareness of death by frenetically ‘doing to' the patient. 
The fact that different people in Mr Nikolas’s system took extreme stances 
may be attributable to the mortality salience hypothesis. When faced with the 
reality of death, painful reminders of one’s own mortality cause the individual 
to vigorously defend their personal world-view (Solomon et a l, 2004).
Group and personal interaction effects
Possibly because of my own experiences of diversity, I was attuned to 
particular elements of Mr Nickolas’s story. I felt his religious faith was 
important, and should be taken into account in any intervention. I remember 
suggesting this to the group, but other members did not appear interested and 
I let the matter drop. Interestingly, our failure to cover diversity issues was 
critiqued by one of the reviewers. I also produced the diagrams above on 
systemic hypothesising and these were not taken up by the group.
I suspect I did not more vigorously defend my ideas because the group 
contained several natural leaders, which left little space for one more.
Qualities identified in the NHS Leadership framework were present in
abundance amongst fellow group members. One member had a particularly 
confident and charismatic style. He had strong Self-belief which was
combined with skills at setting direction. Another member’s Intellectual
flexibility enabled us to juggle complex ideas. Comparing myself to such 
high-powered colleagues, I failed to identify my own leadership qualities, 
Holding to account and Empowering others. I was perhaps too good [sic] at 
‘having the humility to work in the background, creating the space for others to 
take the lead on particular issues and to grow in confidence and capability’ 
(NHS Institute for Innovation and Improvement, 2006, p.9). I therefore 
hesitated from disagreeing too loudly when the direction of the presentation 
started becoming unbalanced in favour of laughs rather than theory and 
reflection. In some ways, this was a sign of progress for me. Previously my
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skills at tracking progress towards a goal and holding the group to account 
have been experienced by others as somewhat anxious and pressurising. 
Maybe I’m learning to relax a little, and I certainly had a lot of fun doing this 
task, probably more than if we had taken it very seriously.
Writing the task
What of the process of writing this? Starting the process of writing I felt 
strangely lethargic, and although several ideas came readily, getting the 
words into the computer took a force of will. I wondered if my anxiety about 
death, dementia, and the course ending was getting pushed down out of 
conscious awareness, making itself known through a somatic form of 
disengagement. Later on, as I started to make links between my feelings 
about the task, the group and the approaching conclusion of the course, my 
energy and mood lightened, and the words flowed more easily.
THE PRESENTATION
Unlike the last PBL presentation where we had decided to ‘play it straight’, we 
went for the laughs on this one. Funny voices, costumes and a video 
presentation combined with live performance gave this an altogether more 
‘alive’ feeling. I wondered why we had chosen this format when the topics 
dealt with were so deathly. Was it gallows humour covering up our own death 
anxiety? I think perhaps that we needed to feel life in the midst of decline and 
death. However, in our defensive manoeuvres, we avoided reflection, 
something that was critiqued by the reviewers. Much fertile ground was lost in 
our hasty choice of laughs over substance. Regrettably, we never directly 
addressed our group process, or talked about what it was like to work in a 
cross-year group. Nevertheless, I hope that in this ending I have learned 
lessons for my future beginnings. Beginning life as a qualified clinical 
psychologist in just a few months’ time, I will participate in countless groups. I 
hope as a result of these reflective accounts I will be better able to relax into
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the fun side of collaborative group work without denying my own leadership 
qualities.
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CDG Process Account Summaries
CDG Process Account Summary 1
The first case discussion group (CDG) process account was written at the end 
of the first year of training. As such, it covered the time between the first 
problem based learning task and the psychoanalytic week in the summer. 
During that time two colleagues left the course due to ill-health, another was 
on long-term sick leave and a fourth was shortly to go on maternity leave. All 
but one was in our CDG.
A theme running through the process account was the pervasive sense of 
insecurity that these losses had engendered and the negative impact this had 
on group cohesion. In the absence of the group acting as a secure base 
(Bowlby, 1988), some of us coped by seeking structure while others preferred 
a free-flowing group process. A fourth theme in the account centred on the 
varying defensive reactions of group members. For some it was angry blame 
-  displacing and splitting off their frustrations onto other targets. For some it 
was denial, asserting vigorously that their colleagues’ sickness could not 
possibly be due to the stresses of the course, and that of course no one else 
would be affected. Much of our pain and frustration got directed at our 
facilitator who became the ‘bad breast’ (Klein, 1988)
The account ended with the present author’s determination that we would 
more openly address our differences and reactions to the losses with our next 
facilitator. Thus by mentalizing (Fonagy et al., 2002) the ‘trauma’ we could 
better metabolise it and overcome it.
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CDG Process Account Summary 2
The second CDG process account was written at the end of the second year 
of training. The account revisited this determination for greater openness 
within the group. Now in our second year, group members knew each other 
better and I felt able to risk more. We still faced disruption as a further two 
members left the group and another two joined.
Diversity and conflict were overarching themes of our work this year. We 
explored our own diversity, extending our discussions beyond ethnicity to 
social class. This stirred strong feelings and a period of conflict ensued. 
Reflexivity (Chin, 2007) became vital to containing these anxieties. I sketched 
out a personal model of containment with academic and clinical demands of 
clinical training combined with a difficult supervisory relationship on placement 
filling up a ‘containing box’. The contained for these stresses had at its four 
corners the CDG itself, reflective writing, home life and social support and my 
own personal resilience. The group conducted certain tasks during its 
development; each formulated within Tuckman’s (1965) stages model. First, 
we focused on ‘forming’ the group through greater self-disclosure and thus 
attaining better cohesion. Next we ‘stormed’ the group, building coherency 
(Thygesen, 1992) by facing difference.
At the end of my process account I committed myself to using this experience 
to enhance group work in the future. I reflected on how diversity and conflict 
may operate in work teams, sometimes enhancing and sometimes obstructing 
members’ ability to problem solve.
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Placement Summaries
• Core Placement 1 : Adult mental health
• Core Placement 2: Children and families
• Core Placement 3: People with learning disabilities
• Core Placement 4: Older people
• Specialist placement: Psychotherapy
Case report summaries
• Case report 1 : Adult mental health
• Case report 2: Adult mental health
• Case report 3: Children and families
• Oral case presentation 4: People with learning disabilities
• Case report 5: Older adults
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Placement Summaries
Core Placement 1 : Adult Mental Health
My adult mental health placement was based in a Primary Mental Health Care 
Team (PCMHT), but also included experiences in assertive outreach and on 
an acute psychiatric inpatient unit. I worked with individuals presenting with 
problems like panic disorder, health anxiety, borderline personality disorder, 
social anxiety, psychosis, bipolar disorder, and post-traumatic stress disorder.
I developed assessment, formulation and therapeutic skills in cognitive 
behavioural models and employed standardised assessments; including the 
BDI, BAI, WAIS, WMS and WTAR. On the inpatient unit, I developed, 
delivered and evaluated a brief intervention for carers of patients on the 
wards. Whilst in the assertive outreach team I co-facilitated and supervised 
nurses leading a mental health promotion group for inpatients in a 
rehabilitation unit.
Core Placement 2: Children and Families
My CAP placement was based in a Child & Adolescent Mental Health Service. 
I also worked in an adolescent inpatient unit and a child development centre. 
In the inpatient unit I was part of a family therapy team and participated as a 
reflecting team member, co-therapist and lead therapist. Using systemically- 
informed therapy, CBT and I FT I delivered individual therapy to clients with 
OCD, specific phobia, social anxiety, school refusal, Asperger’s syndrome, 
and anorexia. I also worked with families and couples and joint worked with 
members of the multi-disciplinary team and liaised with outside agencies. I 
utilized various assessment tools, among them the WISC, WPPSI, WIAT, the 
Strengths and Difficulties Questionnaire, and autism assessment tools.
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Core Placement 3: Learning Disabilities
During my LD placement I was based in a Community Team for People with 
Learning Disabilities (CTPLD) and a dual diagnosis inpatient unit. I conducted 
assessments using self-report questionnaires, informant methods like ABC 
charts and standardised cognitive measures like the WAIS. Largely using a 
systemic and narrative therapy framework I worked both individually and with 
teams, including indirect consultation work to residential care home staff. I 
delivered individual psychological therapy to clients with a diagnosis of 
borderline personality disorder, OCD, and depression.
Core Placement 4: Older Adults
My placement was based in a Community Mental Health Team for older 
People. I delivered individual, couples and family therapy to clients presenting 
with dementia, depression, substance misuse, personality disorder, panic 
disorder, bereavement, and adjustment difficulties secondary to chronic 
health conditions. Therapeutic models used included systemic, CBT and IPT.
I facilitated a group for people with long standing mental health problems. I 
used a range of assessment methods, including the WAIS, WMS, CAMCOG, 
MEAMS, MMSE, and the GDS. I consulted to staff in a residential home and 
clinical and research supervision to two assistant psychologists.
Specialist Placement: Psychotherapy
Working within a psychoanalytic framework I delivered year-long individual 
psychoanalytic psychotherapy to clients with borderline personality disorder, 
substance misuse, a history of trauma and anxiety. I observed psychotherapy 
assessments conducted by senior psychoanalysts and also a staff supervision 
group for patients in the Intensive Outpatients Programme for people with a 
diagnosis of personality disorder.
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Case Report Summaries
Case Report 1: Adult Mental Health (Therapy)
Case Report 2: Adult Mental Health (Therapy)
Case Report 3: Children and Families (Psychometric)
Oral Case Presentation: Learning Disabilities (Extended 
assessment)
Case Report 5: Older People (Therapy)
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Case Report Summaries
Case Report 1: Adult Mental Health
Cognitive behavioural intervention with a 48 year old woman presenting 
with agoraphobia and panic disorder
Julia, a 48-year-old white British woman, was referred to the community 
health team by her psychiatrist for psychological treatment of her 
agoraphobia. Julia reported severe anxiety and panic when venturing out of 
the house. Standardised measures placed her within the severe clinical range 
for depression and agoraphobia.
Julia’s anxiety was formulated within Clark’s (1986) cognitive behavioural 
model of panic. Childhood trauma, and other predisposing factors such as 
parental neglect had led to Julia developing negative core-beliefs and low 
self-esteem. Her development of panic disorder was precipitated by the arrest 
of her husband for sexual assault of a local woman. Julia was verbally abused 
by her neighbours, and in one incident was physically assaulted. Julia 
became terrified of venturing out of her house alone and this avoidance 
served to maintain her panic attacks.
Treatment comprised fourteen sessions of CBT. Socialisation to the model 
helped Julia see the links between her thoughts, mood and behaviour. This 
was followed by cognitive restructuring, and then various imaginai and in vivo 
exposures were conducted. By the end of treatment Julia had started using 
public transport and going out of the house more; her subjective reports of 
mood were greatly improved. This was confirmed by standardised measures.
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Case Report 2: Adult Mental Health
Cognitive behavioural intervention with a 22 year old man presenting
with stress disorder
David, a 22-year-old white British man, was referred to the community mental 
health care team for treatment of his post-traumatic stress disorder (PTSD) 
following an unprovoked knife attack a year before. David had been 
experiencing emotional numbness, flashbacks, irritability, social withdrawal 
and sleeplessness. A number of standardised measures, such as the Impact 
of Events Scale (IES) (Horowitz et al., 1979), confirmed he was experiencing 
clinically significant levels of psychological distress.
Ehlers & Clark’s (1999) integrative cognitive model of PTSD was used to 
formulate David’s continued anxiety symptoms. His negative appraisals of the 
traumatic event and its sequelae had the common effect of creating a sense 
of serious current threat. David’s suppression of traumatic thoughts served to 
maintained their frightening quality. Also, David’s social withdrawal deprived 
him of opportunities to receive emotional support and therapeutic re-living.
Treatment consisted of 8 sessions of cognitive-behaviourally-inspired 
prolonged exposure and emotional processing therapy (Foa et al., 2007). 
Treatment included psycho-education about PTSD, construction of a fear and 
avoidance hierarchy, imaginai and in vivo exposure and cognitive 
restructuring. In-session imaginai exposures were tape recorded, and David 
was encouraged to listen to these at home on a daily basis. David responded 
extremely well to treatment and was largely symptom-free by the end. He had 
started socialising again, and was making plans for his future career. He felt 
more warmth and closeness to his family, and no longer experienced 
irritability and depression. His avoidance behaviours had disappeared.
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Case Report 3: Children and Families
Psychometric assessment of a 14 year old girl presenting with social 
communication and emotional-behavioural problems
Karina, a 14-year-old girl, was referred to the child and adolescent mental 
health service by her care coordinator for a cognitive assessment due to 
concerns about her poor social understanding and conflicts with peers. She 
struggled with emotional regulation, had attempted suicide twice and regularly 
self-harmed by superficially cutting her forearms. Karina was diagnosed with a 
rare genetic disease, and the assessment was intended to tease apart 
whether her difficulties were due to cognitive impairments linked with her 
condition, emotional problems around her parents’ separation, or possible 
social and communication difficulties like Asperger’s Syndrome (AS).
Karina was assessed over six sessions: two were clinical interviews and four 
comprised psychometric testing. A further two sessions were conducted with 
her mother to gain a developmental history. Standardised measures used 
included the WISC, WIAT, mood measures and various theory of mind tools 
such as the ASAS (Attwood, 1998). Specialist advice and information was 
sought from her genetic conditions consultant, as well as feedback on her 
social integration and educational performance from her school.
Results indicated that Karina did have subtle social communication difficulties, 
but insufficient to meet an AS diagnosis. Karina did not have a global learning 
disability, but she did evidence significant weakness in non-verbal skills in the 
WISC-IV. Nonetheless her academic achievement had not fallen behind that 
of her peers. Recommendations were made concerning extra educational 
support around her non-verbal difficulties, and family work to help Karina and 
her mother make sense of the divorce.
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Oral Case Presentation 4: People with Learning Disabilities
A systemic extended assessment of a 62 year old man with learning 
disabilities and challenging behaviour
Colin, a 62 year old man with learning disabilities, was referred by his care 
manager to the community team for people with learning disabilities for 
assessment and behavioural input for his challenging behaviour (CB). Having 
recently moved home, a historical behaviour of grabbing other people had 
resurfaced. Colin had a visual impairment, was nonverbal, and his Fragile X 
syndrome was associated with various physical health difficulties.
The current assessment occurred over 4 months and used systemic thinking 
as a meta-theory (Vetere & Dallos, 2003) to contextualise Colin’s behaviour. 
Within this overarching approach, functional assessments were also used. 
Assessment methods included directly observing Colin in different settings, 
interviews with care staff, his care manager and sister. I also reviewed 
historical information, ABC charts and activity logs. The agency life-cycle 
model (Rikberg Smyly et a i 2006) informed my thinking about the referral and 
guided my questions to care staff.
Through a continual process of refining the original hypotheses a complex 
formulation was collaboratively built up, culminating in a workshop which I 
delivered at the care home. Part assessment and part intervention, the 
workshop featured narrative techniques like ‘reflecting conversations’ and 
‘interviewing the internalised other’. These elicited multiple perspectives which 
allowed for alternative, more positive stories of why Colin grabbed, and hence 
facilitated within the staff team a more constructive, hopeful approach towards 
his behaviour.
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Case Report 5: Older Adults
Interpersonal psychotherapy for a depressed 67-year old man with
alcohol problems
Fergus, a 67-year-old white Irish man, was referred to the older people’s 
community mental health team for treatment of his low mood, difficulties 
accepting his daughter’s death eight years before, and the alcohol abuse 
subsequent to this.
Standardised assessments like the Geriatric Depression Scale (Yesavage et 
a/., 1983) were utilised. My formulation centred on three areas: complicated 
bereavement (Worden, 1991), predisposing and precipitating factors of this 
process and the maintaining factors of Fergus’ difficulties. I utilised 
Interpersonal Psychotherapy because it provided a manualised treatment for 
complicated bereavement in depressed older adults (Hinrichsen & Clougherty, 
2006). I decided not to focus on alcohol in the hope that, with resolution of his 
grief, the need to depend on it would reduce.
I conducted seven sessions with Fergus and at the time of writing the report 
therapy was continuing. Therapeutic interventions assisted Fergus to 
complete Worden’s (1991) four tasks of grieving. He found talking about his 
daughter difficult and had several alcoholic relapses during therapy. 
Nonetheless, subsequent to writing the report, Fergus eventually was finally 
able to speak about his loss and recognised the role alcohol played in 
avoiding his pain. He has since made a good recovery and at the time of 
writing is abstinent of alcohol.
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Evaluation of care for Continuing Needs Service inpatients at a 
rehabilitation unit: accommodation support and psychological 
interventions
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Evaluation of care for Continuing Needs Service inpatients at 
a rehabilitation unit: accommodation support and 
psychological interventions
July 2007
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ABSTRACT
Objective
To evaluate types of care for inpatients at a local rehabilitation unit. Firstly, identify 
patterns of residential placements pre- and post-admission, and how extensive is 
delayed discharge. Secondly, to identify the proportion of inpatients offered 
psychological interventions, and reasons for non-referral.
Design
A retrospective design comprising archival data and structured interviews was used 
to track psychology referrals and also determine changes in accommodation pre- 
and post-admission.
Participants
Twenty-six service-users with severe and enduring mental illness cared for by a local 
Continuing Needs Service and who were staying at the rehabilitation unit between 
01.11.05 and 01.11.06.
Results
Service-users moved to more supported placements. Accommodation type became 
more structured post-admission, with more people going from independent housing 
or living with parents to supported accommodation. A Wilcoxon signed-rank test 
confirmed there were significant increases in the level of support needed by service- 
users. Four inpatients experienced delayed discharge. Most inpatients were offered 
psychological interventions though only approximately half resulted in formal referral 
to psychology. Some patients refused, while others were not offered psychology due 
to staff perceptions that they were inappropriate for psychology input.
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Conclusions & recommendations
Results suggest that some service-users are struggling with independent housing, 
and it is not until admission that their support needs are identified. 
Recommendations for early identification of service-user needs for accommodation 
support are made. Future audits should detail type of psychological intervention 
offered, as well as non-psychological interventions provided. Also, further staff 
training around recovery models and benefits of psychology is recommended.
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INTRODUCTION
Rehabilitation for people with severe and enduring mental illness (SEMI)1 has 
long been considered the Cinderella of mental health services (Holloway, 
2005). However, with the increased profile of the recovery model (Anthony, 
1993), rehabilitation is slowly gaining attention, moving away from a focus on 
disability to "A whole system approach to recovery from mental ill health which 
maximises an individual’s quality of life and social inclusion by encouraging 
their skills, promoting independence and autonomy in order to give them hope 
for the future and which leads to successful community living through 
appropriate support.’(Killaspy et al., 2005, p.163). Support may include 
periods of inpatient rehabilitation, maybe as a step-down from an acute ward, 
or straight from the community when relapse requires a period of respite to 
avert crisis. This study focuses on one such ‘ward in the community’ (Killaspy 
et al 2005), or rehabilitation unit as it will be referred to in this paper.
While the creation of 24-hour nursed care units is now a priority (NHS 
Executive, 1996), and some studies suggest they are effective for improving 
outcomes in SEMI clients (Vandevooren et al., 2007) little is known about 
what levels of rehabilitative care inpatients are actually receiving in them 
(Holloway, 1997). This study focuses on two areas of care for inpatients with 
SEMI, accommodation support and psychological interventions. Each are 
widely recognised for their importance, both with service providers (NICE, 
2002; Sainsbury Centre for Mental Health, 1998) and service users (Meddings 
& Perkins, 2002; Shepherd et al., 1994).
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The rehabilitation unit provides inpatient care for clients of the local 
Continuing Needs Service (Assertive Outreach Team CNS East Surrey PCT 
Area). This specialist community-based service incorporates two 
multidisciplinary teams: the Assertive Outreach (AOT) and Rehabilitation and 
Recovery Teams (R&R), each with its own targeted service-user group. 
Service-users with long-term mental health problems like psychosis who have 
had multiple hospital admissions or proved difficult to engage with are initially 
referred to AOT. Explicit referral criteria are used in conjunction with formal 
screening methods to ensure appropriate referrals (Operational Policy, 2005). 
Loosely based on Stein and Test’s (1980) pioneering Assertive Community 
Treatment model, the team aims to promote engagement, avoid hospital 
admissions, and develop stable community living. Once these aims are 
achieved, the service-user can be referred out of the CNS to a community 
mental health team, or if their needs are greater and require long-term, 
intensive support they move to the R&R Team.
Both teams include service-users who continue to require more intensive 
inpatient treatment for periods of time due to relapse of symptoms, but who 
nonetheless do not require the intensity and close monitoring of an acute bed. 
With the short-term psychosocial interventions available in the rehabilitation 
unit it is hoped that service-users will return to the community better equipped 
with independent living skills and less likely to relapse and return to hospital.
1 w h ile  the author recognises the pathologising connotations of ‘illness’, and accepts why 
some individuals may prefer the term ‘distress', it is the former that is most commonly used in 
the literature, and therefore that which shall be used here._________________  —
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Sometimes service-users become ready for discharge but this is delayed 
because of a lack of suitable accommodation. Studies confirm homelessness 
is a major reason for ‘bed-blocking’. While no evidence exists on its 
prevalence in rehabilitation units, a census of service-users occupying adult 
acute and low-level secure psychiatric beds in London (Koffman & Fulop, 
1999) recorded 20.5% as homeless. Of these 58% were considered ready for 
discharge but required some alternative health provision, for example staffed 
housing in the community.
The shelter and safety of a home is at the core of any hierarchy of needs 
(Maslow, 1968). However, some service-users living in independent 
accommodation struggle to cope with hassles like pursuing landlords tardy to 
organise essential repairs, or paying bills if benefits are delayed. Effects of 
psychosocial stressors can accumulate and mental health relapse result. 
Supported accommodation can buffer some of this however. Macpherson et 
al. (2004) reviewed the evidence for supported housing and found that 
outcomes varied according to the type and level of support but that in general 
they were positive, for example decreases in hospitalisation and increases in 
social functioning. Furthermore, Nelson et al. (2005) showed supportive 
housing could increase people’s quality of life including relationships and 
hope.
Levels of support vary from the 24-hour nursed care found in nursing homes, 
to supported schemes run by housing associations where residents live in 
self-contained flats with floating support from community workers. Some 
service-users are fortunate to have help from carers, or their living skills are 
such that they do not require intensive support and are therefore able to live in 
independent housing such as council flats. However, even these clients, like 
all clients of the CNS, receive at least some help with aspects of living from 
the team, whether they are in supported housing or not.
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In accordance with the clinical governance agenda (Department of Health, 
1998) this service evaluation2 was commissioned by the Consultant 
Psychiatrist to investigate patterns of residential placements pre- and post­
admission, and the extent of the problem of delayed discharge for this CNS. 
Type of accommodation, level of support, average length of admission, 
number of admissions and reason for admission were recorded.
Secondly, the Consultant Clinical Psychologist wished to see what proportion 
of service-users at the unit were receiving or had been offered psychological 
interventions, and if they had not been offered, why this was. Evidence 
suggests cognitive behavioural therapy is effective for the management of 
psychosis, (Tarder et al., 1998), and while some argue the results for CBT 
compared to other interventions are unimpressive (Jones et al., 2004) NICE 
guidelines on schizophrenia (2002) recommend all patients should be offered 
it. The CNS employs 1.3 w.t.e. Clinical Psychologists who offer CBT and 
family work to service-users.
For reasons of brevity only one hypothesis is tested. It is predicted that the 
level of accommodation support will decrease after discharge as clients 
become more able to live independently in the community.
2 Lacking published targets for the two areas of care studied, a service evaluation, rather than 
an audit was considered most appropriate. As such, the study focuses on process rather than 
outcome evaluation because it seeks to describe who is coming to the service and what 
service they are being given, rather than whether service users benefited or not (Barker et al., 
2002).
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METHOD
Design
A retrospective design comprising archival data and structured interviews was 
used to track psychology referrals and also determine changes in 
accommodation pre- and post-admission.
Participants
The present study focused on service-users cared for by the CNS staying at 
the rehabilitation unit between 01.11.05 and 01.11.06 (AOT=11, R&FM5). 
This period was chosen because the catchment area for the unit changed in 
December 2006. All clients with a minimum stay of 24 hours were included. 5 
clients were excluded from the sample. Two had died during the period 
studied, one was from out of area, one from another team (Early Intervention 
in Psychosis) and one was an old long stay patient awaiting residential 
placement.
The final sample of 26 inpatients (male=16, female=10) had a mean age of 
41.72yrs (range 19-66yrs). Twenty-five were White British and one Asian 
British. This reflects the cultural diversity of the region and may be associated 
with the relative affluence of the unit’s catchment area. Predominate 
diagnosis was schizophrenia 69.23%, followed by bipolar disorder 19.23%, 
schizoaffective disorder 7.69%, and recurrent depressive disorder 3.85%.3
Data sources and procedure
Data on length and number of admissions, residential address pre and post­
admission and psychology contact were collected from central CNS records.
3 International Classification of Diseases (ICD-10) categories F20, F25, F31 and F33.
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Care coordinators were contacted and interviewed (Appendix A, B) to gather 
retrospective data on reasons for admission, type and level of 
accommodation support, and reasons for non-referral to psychology.
Analysis
Categories emerging from the data were constructed by the researcher before 
being coded for data input and categorical analysis (Appendix C, D, E, F). 
Categories for type of accommodation were also informed by those used in 
the accommodation referral service directory (ESRS, 2002). Descriptive 
statistics were used to track frequencies of type of accommodation, reasons 
for admissions, and reasons for non-referral to psychology. A non-parametric 
statistical test (Wilcoxon signed-rank) was used to compare if there was a 
significant difference between level of support pre- and post-admission.
Page 1132
SRRP
RESULTS
Nature of admissions
Twenty-six patients experienced 35 admissions between them. The majority 
of patients were admitted from the community due to relapse in mental health 
(Table 1). A smaller number were transferred from the ward for rehabilitation, 
and few were admitted for medication change and only two for social reasons. 
One was temporarily homeless and the other was admitted for carers’ respite 
(Appendix C).
Table 1 Reasons for admission
Reasons Adm issions
Post-acute re h a b /s tep -d o w n  care 12 34 .29%
M e n ta l health  relapse 18 51.43%
Social reasons 2 5.71%
M edicatio n  change 3 8.57%
35 100%
The mean number of admissions per client was 1.35 (range1-4, SD=.75), and 
mean length of admission was 103.73 days (range 3-365, SD=107.96). Some 
clients were resident for longer than a year, but the limited time period meant 
their data was unrecorded.
Of 26 clients, four were delayed discharges4 (15%), two remaining so at the 
end of the time period studied. Two clients were No Fixed Abode (NFA) pre­
admission, one of whom is still at the rehabilitation unit and NFA. The other 
client was eventually placed after numerous delays. He wished to live in the 
unit permanently and did not cooperate with attempts to find him suitable 
accommodation. The two delayed discharge clients with accommodation pre-
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admission had been living in unsupported council flats. One of them has 
subsequently found a placement with the higher level of support needed, 
while the other is still awaiting funding for supported accommodation. In most 
cases delays were caused by difficulty obtaining funding for supported
housing.
Accommodation
Table 2 shows a trend of people entering more structured types of 
accommodation post-admission5 (independent housing: 40% to 34.29/o, 
residential care homes 8.57% to14.29%). More people entered supported 
accommodation (28.57% to 31.43%), and the numbers living with parents 
went down (11.43% to 8.57%) (Appendix E).
4 There was no set time for a patient to be considered delayed discharge. They were put on 
the list if their mental health had improved to such an extent that they were ready for discharge 
but no suitable accommodation was available yet.
5 Analyses refer to type of accommodation or level of support before and after an admission 
episode. As some patients had more than one admission their support status may change 
from admission to admission. Therefore the following analyses refer to admissions not to 
individual patients.
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Table 2 Types of accommodation and level of support pre- and post-admission
Pre-adm ission P ost-adm ission
Type o f acco m m od atio n
Hostels and night shelters 2 2
Residential care hom e 3 5
Supported accom m odation 10 11
In de pen den t housing 14 12
Living w ith  parents 4 3
NFA 2 2
To ta l 35 35
Level o f  su p p o rt
HIGH 5 7
LOW 10 13
NONE 20 15
Total 35 35
Number of hours per week was used to define ‘support’. Clients in supported 
accommodation typically received 2-12 hours a week from a floating support 
worker, comparatively little compared to support in residential care homes. 
Those that received none were all living in independent accommodation such 
as council flats (Appendix F).
Level of support analysis revealed a similar trend towards greater input 
needed post-admission (Figure 1). There were increases in high support 
housing (24 hour residential care, 14% to 20%), and low support (2-12 hours 
per week floating support, 29% to 37%), whereas no support decreased (57% 
to 43%) (Table 2).
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Level of support following admission
Figure 1. Levels of accommodation support pre and post admission
The hypothesis that service-users would need less support after admission 
was not supported. Wilcoxon signed-rank test of marginal homogeneity 
confirmed there was a significant, but modest increase in level of support 
required post-admission (7=0, p < .05, r= -.28).
Psychology referrals
Table 3 shows that most clients had been offered psychological treatment 
(69.23%), with 57.69% of those resulting in a formal referral to psychology. A 
further 11.54% were receiving psycho-social interventions (PSI) from another 
team member. Nearly a fifth of clients (19.23%) were not offered 
psychological treatment because the team felt it was inappropriate. A
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common reason was the client’s lack of psychological mindedness, and in one 
case the care coordinator felt the client was relatively well and that psychology 
input may destabilize him (Appendix D). However, even those clients without 
individual psychological interventions had access to the unit’s weekly mental 
health promotion group delivered jointly by nursing staff and psychology.
Table 3 Reasons for non-referral to psychology
Psychology re fe rra ls Clients
Referred 15
Not referred (PSI from other staff) 3
Not offered (team felt inappropriate) 5
Referral offered (client refused) 3
26
P age1137
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DISCUSSION
Summary of results
Contrary to the study’s hypothesis, people needed more, not less, support 
after admission to the unit. Bed-blocking was fairly rare and normally caused 
by funding delays. NICE (2002) recommendations for the offering of 
psychological interventions were partially met. While most people were 
offered some form of psychosocial input, there were significant numbers not 
offered formal psychological treatment.
Strengths and limitations
In an area lacking previous research, this study adds to our knowledge about 
prevalence of bed-blocking in rehabilitation units. It also highlights a strength 
of this particular CNS service: fewer inpatients experienced delayed discharge 
compared to other studies (Koffman & Fulop, 1999; Shepherd et al., 1997). 
This may reflect the relative affluence of the catchment area, rather than a 
particularly proactive approach taken by the MDT in placing clients. It is 
notable that most delayed discharge clients were NFA on admission. Indeed, 
in a national study of acute beds Shepherd et al. (1997) linked social 
deprivation to delayed discharge.
This present study successfully highlights how the current system is masking 
an unmet level of needs. Level of support in accommodation required by 
service-users increased after discharge, and in at least one case this was 
because carers had been previously absorbing much of the unmet need. 
However, looking after a person with mental illness is stressful, and in this 
case lead to breakdown in family relations. Most other clients pre-admission 
were living in unsupported independent housing. How long they had been 
struggling before admission to the rehabilitation unit is difficult to know. It 
appears their need for greater support was only identified when breakdown
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occurred and they were admitted, a particularly inefficient and costly way to 
assess needs. Early identification and provision of support has both financial 
and human benefits. Admission can be a stigmatising and traumatic process, 
leading to further disablement for some people.
This study could be criticised for not covering other areas of care such as 
supported employment, a social inclusion issue considered key by NICE 
(2002) and the National Service Framework (Department of Health, 1999). 
However, data on occupational status of patients is not routinely collected by 
the CNS. If future evaluations are to address this issue, adjustments to the 
screening process could include questions on employment. Some continuing 
needs services (Meddings et a/., 2007) are already in line with NICE (2002) 
recommendations for regular assessment of quality of life and use adapted 
forms of the Lancashire Quality of Life (Gaite et a/., 2000, Appendix G) to 
routinely audit specific measures of social inclusion such as social networks 
or daytime activity.
A second limitation is that psychological interventions and PSI are poorly 
defined. Whether the client was offered family work or CBT is not recorded. 
Furthermore, it is unclear what constitutes the PSI delivered by non­
psychology staff. Therefore, only a relatively crude audit of NICE (2002) 
implementation has been conducted.
Thirdly, regarding the inferential analysis on level of accommodation support, 
a small sample meant the study was underpowered to find anything other 
than a large effect. Care must be taken therefore when drawing conclusions 
as this study revealed only a small effect size. Furthermore, Robson (2002) 
comments that the pre-post single group design used here, commonly seen in 
clinical service evaluations, is vulnerable to various validity threats such as 
maturation and statistical regression.
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Socio-political context
Proximal factors like patient aspirations affected bed-blocking. For example, 
one delayed discharge patient preferred to live permanently in the unit, 
resisting attempts to move him on. Are we making such units too attractive 
and thus creating dependency? Leighton (2002) prefers a more distal analysis 
by suggesting that those patients who seek a more collective, pastoral and 
spiritual lifestyle are neglected by services. The concept of individualised care 
within psychiatric services has been counterproductive for some client groups, 
sometimes leading to frustration, alienation, and bed-blocking. However, even 
those clients both ready and eager to move on are sometimes frustrated by 
distal factors such as funding hold-ups, possibly due to poor working 
relationships between health and social services.
Other distal influences include governmental pressures for accountability 
which place staff in contradictory positions, sometimes resulting in non- 
therapeutic outcomes for patients. For example, potential tensions exist 
between care coordinators and the unit manager. Care coordinators may 
desire longer inpatient stays for ease of risk management, whereas unit 
managers may feel pressured to move people on as quickly as possible 
because they are monitored by the trust on delayed discharges. Just as staff 
fears of trust evaluation act as proximal influences on patient discharge, so 
too can these fears interfere with the research process. In this service 
evaluation, the researcher had to tread very sensitively so as to avoid staff 
perceiving the study to be an evaluation of their practice, which could cause 
threatened and defensive feelings.
Proximal factors acting on psychology referrals are staff attitudes to recovery 
and mental illness. Unless staff hold hope of recovery for people with a SEMI, 
they are unlikely to understand how psychological interventions can be useful
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in relapse prevention, promoting medication adherence, increasing insight6, 
and reducing symptoms as NICE guidance (2002) suggests. A staff member 
lacking appreciation of how psychology can help even those service-users 
with persistent symptoms is unlikely to refer.
6 A term used by N ICE but recognized by the present author to have medicalizing 
connotations. _______________________________    —-—
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RECOMMENDATIONS
1. Earlier identification of clients needing supported accommodation.
2. Alternatively, change admissions criteria to prevent acceptance of 
service-users with problematic accommodation histories. A continuing 
care hostel may meet their needs better.
3. Collect greater range of social inclusion data to monitor quality of life 
issues. Care coordinators complete a brief questionnaire for each client 
once a year. Appendix G shows an example that could be further 
tailored to the individual needs of this CNS.
4. Collect details of the type of psychological intervention offered, e.g. 
family work or individual CBT.
5. Audit staff training in PSI. Investigate the specific nature of PSI 
delivered by non-psychology staff.
6. Provide supervision and in-house training to all staff to ensure greater 
understanding of the recovery model, NICE guidelines on 
schizophrenia (2002) and benefits of psychology.
7. Make further attempts to engage clients refusing psychological 
interventions. Record and monitor through team meeting minutes.
The findings from this study will be fed back to staff (Appendix H). Ideally, 
recommendations will be discussed by the team, and a plan to improve 
practice constructed. However, the researcher recognises that not all 
recommendations are practically possible. Limited resources and staff 
attitudes may block change. Leaders who can explain and manage the 
process inclusively will be key to whether this report is left to gather dust, or 
serves as an impetus for action.
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Appendix A: Memo to care coordinators
Memo
Date: 29 March 07
To: CNS Care Coordinators
From: xxxxxxxxxx, Trainee Clinical Psychologist, Supervised by Dr xxxx.
Re: Clients at xxxxxxxxxxxxxx Nov 2005-Nov 2006
I'm doing some research for xxxxx (Consultant Psychiatrist) about what kind 
of accommodation people at xxxx were living in before they were admitted 
and where they went on discharge. For xxxxxx (Consultant Clinical 
Psychologist) I’m also looking at referrals to psychology. I already have the 
dates of admissions, details of service users’ home addresses before and 
after admission, and who has been referred to psychology. However, for 
some clients on your caseload there are a few gaps which I’d like to check 
with you.
Would it be possible to make a time to talk over the phone, or meet up? It 
shouldn’t take any longer than 15 minutes, though if you have a big caseload 
it may take a bit longer.
I’ll call to make an appointment to talk. Alternatively you can call me on 
xxxxxxxxx or email xxxxxxx@surrey.ac.uk.
Many thanks,
Xxxxxxxxx
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Appendix B: Interview schedule for care coordinators
Thank you for finding the time to talk to me today. As you will know from the 
memo I sent round, I am conducting a service evaluation on psychology 
referrals and admissions of service users to xxxxx rehab unit for Dr XXXX 
Consultant Clinical Psychologist, and Dr xxxxxx Consultant Psychiatrist. I’m 
looking at everyone from the CNS who was an inpatient at xxxx between 
01.11.05 and 01.11.06. I understand some of your clients were there during 
that time period. Is that correct? I already have some data on their admissions 
but have a few questions clarifying their accommodation before and after that 
admission and also about referral to psychology. Is that OK?
1. Before their admission on (date) I understand your client was living at 
(address). What kind of accommodation was that? How many hours per 
support per week did they receive there?
2. I understand they were discharged to (address). What kind of 
accommodation was that? How many hours per support per week did they 
receive there?
3. What was the reason for their admission? (If they had been admitted from 
the acute ward check they are giving the reason for admission to the rehab 
unit, not the original reason they went into the acute ward).
4. For those clients who were not referred to psychology ask: I understand 
that your client hasn’t been referred to psychology, why is that?
When my report is finished I will be sharing the results with the team. Thank 
you for your time.
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Appendix C: Reasons for admission
Partic­
ipant
Ward
transfer?
Admiss
Number
Reason for admission to rehabilitation unit. Code
1 Yes 1 transfer from ward. Rehab.acute symptoms subsided. Assess if further 
support needed in group home (monitoring of medication)
1
Yes 2 relapsed contain in MLH rather than acute. Rehab. 2
2 Yes 1 physical health problems triggered relapse 2
3 Yes 1 transferred from ward. Rehab (had been relapsing due to non-compliance 
prior to acute admission)
1
4 No
No
1 assessment for clozapine 
clozapine initiation. Monitoring.
4
4
5 No 1 transferred from ward. Rehab. 1
6 No 1 non-compliant. Relapse. Street drugs 2
7 No 1 self-harm.suicidal relapse. 2
8 No 1 relapse due to life stressors and non-compliance 2
9 Yes 1 transferred from acute. Rehab. 1
10 No 1 requested admission. Relapse. Not feeling safe in hostel. 2
11 No 1 relapse. New meds need to monitor. 4
12 No 1 self-harmed. Observe in safety. 2
13 No 1 deported from America. Relapse in MH. NFA 2
14 Yes
Yes
1 relapse. Non-compliant. rehab 
relapse. Non-compliant. rehab
1
1
15 No 1 relapse due to life stress. Always compliant. 2
16 Yes transferred from acute. Rehab. 1
17 No parents away and therefore could not provide normal support when low. 
Respite for them
3
18 Yes 1 relapse. Chronic self-neglect. Non-compliant. Rehab. 1
19 No 1 pt requested admission as mood spiralled upward 2
20 No non-compliant relapse in bi-polar illness, not engaging 2
Yes 2 transfer from ward. Establish daytime routine/rehab. Monitor medication 
side effects
1
Yes 3 transfer from ward. Establish daytime routine/rehab. Monitor medication 
side effects
1
21 No 1 relapse. Suicidal ideas. Respite 2
No 2 relapse. Suicidal ideas. Respite 2
No 3 relapse. Suicidal ideas. Respite 2
No 4 relapse. Suicidal ideas. Respite 2
22 Yes 1 transferred from acute. Rehab. Also homeless 1
No 2 temp homeless because another resident at London Rd trashed his room 3
23 No 1 non-compliant. Relapse. 2
24 No 1 relapse bi-polar.always compliant.. Social isolation 2
25 Yes 1 transferred from ward. Rehab, (original reason non-compl & relapse) 1
26 No 1 relapse. Non-compliant. 2
Total participants=26 Total admissions=35
Categories used to code reasons for admission: 1. Post-acute rehab/step down care. 2. Mental health relapse due to either non- 
compliance or life stressors 3. Social reasons e.g. temporarily homeless.. 4. Medication change, e.g. initiation of Clozapine
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Appendix D: Reasons for non-referral to psychology
Participant Reason for non-referral Code
1 referred 1
2 referred 1
3 referred 1
4 referred 1
5 referred 1
6 Quite independent doesn't need it. Been in system years and years. More than he can 
cope with.
3
7 referred 1
8 Offered but no clear goals/if offered formally would say no 4
9 not offered as receiving PSI from CC 2
10 referred 1
11 not offered as receiving PSI from CC 2
12 not offered as receiving PSI from CC 2
13 doesn't engage. Doesn't want to make changes. Not psychologically minded. 3
14 referred 1
15 referred 1
16 won't engage. Offered but doesn't believe he has a mental health problem. 4
17 referred 1
18 discussed but client unlikely to have goals for change (she doesn't want to change) 3
19 referred 1
20 referred 1
21 referred 1
22 referred 1
23 offered but refused 4
24 not offered as not considered appropriate - not psychologically minded. Wouldn't want 
to change
3
25 discussed in ward round. Pt doesn't believe he has a problem therefore not suitable for 
psychology.
3
26 referred
Total partic ipants=26 Total adm issions=35
Categories used to code for reasons for non-referral
1. Referred to psychology
2. Not referred as already receiving PSI from another member of team
3. Not offered because team felt inappropriate
4. Referral offered but client refused
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Appendix E: Accommodation types
The list of addresses cannot be given here for reasons of confidentiality. The 
researcher grouped them into the following types of accommodation. These 
categories were then compared to those used by the ESRS Resource 
Directory.
Categories used in th is  s tudy ESRS categories
1= Hostels and nightshelters 1
2= Residential care home (RCH) 3 c
3*=  Supported accommodation 5, 6
4= Independent housing 2a
5= Living with parents NA
6= NFA NA
* Mainly self-contained flats, only one client was in shared housing.
Categories used by East Surrey Referral Service (East Surrey Referral 
Service and Central Referral Body (ESRS)) and Central Referral Body 
Resource Directory. Accommodation Options for People with Mental Health 
(2002)
1. Hostels and Nightshelters
2. Independent housing options
a. Renting in the private sector
b. Shared ownership
c. Adult placement
d. Supported living, floating support and outreach
e. Schemes for elderly people
3. Residential care
a. EMI
b. Nursing
c. General
4. Rehabilitation and Therapeutic communities
5. Supported shared accommodation
6. Supported self-contained accommodation
7. Drug and alcohol accommodation
8. Respite
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Appendix F: Accommodation support levels
Participant Level of support in accommodation post-discharge Code
1 CSW M -F 1 hr day 2
CSW M-F 1 hr day 2
2 none 1
3 12hrs/wk 2
4 24 hr/day 3
24 hr/day 3
5 24 hr/day 3
6 2 hrs/wk 2
7 Delayed discharge 2*
8 none 1
9 none 1
10 24 hr/day 3
11 none 1
12 24 hr/day 3
13 Delayed discharge 2*
14 none 1
none 1
15 none 1
16 none 1
17 none 1
18 24 hr 3
19 none 1
20 none 1
none 1
none 1
21 none 1
none 1
1hrdaym-f 2
1hrdaym-f 2
22 CSW M-F 1 hr day 2
CSW M-F 1 hr day 2
23 24 hr 3
24 8 hrs/wk 2
25 8 hrs/wk 2
26 3 hrs/wk 2
TO TA L participants: 26 Total admission=35
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Coding categories Level of support
HIGH 3 24hrs 7days/wk residential care home or 24hr nursed care unit
LOW 2 2-12 hrs/wk Supported accommodation
NONE 1 No support independent housing
*These delayed discharge clients were considered by their care coordinator as requiring some 
level of support post-discharge, but as their placements were not yet finalised, they have been 
assigned a conservative coding.
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Appendix G: Client demographic questionnaire
Client Name: Date: Care-Coordinator:
Ethnicity:
Work
1 .Does the client have a job? yes/no 
2.If yes, is it 1. voluntary 2. paid
3.What is/was their occupation?
Leisure
In the past fortnight, what daytime activities did they pursue?
4. Did they play or watch sport? yes/no
5. Go shopping?yes/no
6. Use public transport (other than for work)?yes/no
7. Listen to the TV/radio?yes/no
Religion
8. What is their religion now?
1. Protestant
2. Muslim
3. Roman Catholic
4. Hindu
5. Jewish
6. None
7. o ther________________
Living situation
9. Current residence is:
1. Hostel
2. Boarding House
3. Group home
4. Hospital ward
5. Sheltered housing/supported acc
6. Private house (owner occ)
7. Private house (rental)
8. Flat
9. Other
10.None
11. residential unit____________
Family relations
10. What is the marital status of the client?
1. Married/civil partnership
4. Divorced
2. Single
5. Separated
3. Widowed
6. Other
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7. Stable relationship
11.How many children does the client have?-----------
12.Does the client have custody for their children? Yes/no
13.Does the client have any other care responsibilities? Yes/no
Social relations
14.Does the client have anyone they would call a close friend? Yes/no
15.Does the client have significant others to confide in? Yes/no
Self-harm
16.Does the client have a history of self-harm? Yes/no
17.lf yes, is this an ongoing coping mechanism/issue? Yes/no
Substance Misuse
18 Does the client have a history of 1. alcohol misuse 2. illicit drug use 3. None 
19.lf yes, is this an ongoing coping mechanism/issue? Yes/No
Forensic
20. Does the client have a forensic history? Yes/no
1. Some incidents, but minor and against property (vandalism, theft).
2. Several incidents, some against the person (common assault and affray).
3. Several incidents against the person (ABH, robbery, threat of violence)
4. Repeated incidents against the person (arson, armed robbery and malicious wounding).
5. Very serious crime against the person (rape, child abuse, abduction)
Engagement , _
21.How successfully would you say the client has engaged with the service?
1. Definitely engaged
2. In process/sometimes engages
3. Not at all engaged
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Appendix H: Feedback to staff
Surrey and Borders Partnership FiVJAfl
NHSTrust
SURREY
C O U N T Y  C O U N C I L  
Social Services
Continuing N eeds Service (East) 
W ingfield  
St. Annes Drive 
Redstone Hill 
Redhill 
Surrey  
R H 1 4 A A
Tel: 0 1 7 3 7  2 7 5 9 6 0  
Fax: 0 1 7 3 7  2 7 5 9 7 6
17th April 2009 
Dear Alesia,
My apologies for not writing sooner, but wish to thank you for feeding back the 
results of your study while on placement with us. The presentation you gave 
on 5th Sep 2007 was very valued by the team.
Good luck with your future plans.
Best Wishes
Sophie Holmes
Consultant Clinical Psychologist.
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ABSTRACT
A new self-report measure of mentalization, the 46-item Reflective 
Function Questionnaire (RFQ46), was investigated for reliability and 
validity. Relationships between borderline personality disorder (BPD), 
eating disorder (ED), impulsivity and mentalization were also explored. 
The RFQ46 was administered alongside a battery of conceptually-related 
questionnaires to 403 clinical and non-clinical participants. The clinical 
sample comprised patients attending specialist units for BPD and ED 
across 5 sites. A subset of these patients was interviewed to acquire 
diagnostic information. The non-clinical sample comprised staff and 
students from two colleges and one general hospital, the latter sample 
having been previously recruited in a pilot study. After initial data 
screening the RFQ46 was reduced to 15 items. An exploratory factor 
analysis revealed two conceptually coherent and internally reliable factors 
(of.75, .63), with an overall alpha of .77. The RFQ15 evidenced strong 
construct validity in that it positively related to measures of empathy and 
theory of mind, and negatively with ED, BPD, depression and impulsivity. 
ROC analysis supported the RFQ15’s power to discriminate between 
clinical and non-clinical populations. Comorbid patients appeared to have 
lower mentalization levels than patients with a single diagnosis. Anorexic, 
rather than bulimic attitudes were more closely related to mentalization. 
Mentalization was found to mediate the effect of multi-impulsivity on BPD 
and ED. Results suggest that mentalization can be effectively measured 
through self-report, and meaningful differences can be detected between 
clinical and non-clinical populations and between diagnostic categories. 
The present study’s results will assist future research into new 
mentalization-based treatments for BPD and ED.
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CHAPTER 1: INTRODUCTION
OVERVIEW
Research by Fonagy and colleagues on parent-infant attachment (1991), 
and clinical observations of borderline patients16 (Fonagy, 1991), 
highlighted the term reflective function (RF), or 'mentalization', in the 
psychology lexicon. RF refers to the psychological processes underlying 
the capacity to mentalize, and developed out of attempts by Fonagy and 
colleagues (1991) to operationalize a person’s mentalizing abilities in the 
Adult Attachment Interview (Main & Goldwyn, 1994). Closely related to the 
representation of the self, mentalization describes an individual’s ability to 
hold ’minds in mind’ (Fonagy et al., 2002). Effective mentalization 
develops in early secure attachment relationships (Fonagy & Target, 
1997). People who experienced abusive or non-validating parenting may 
go on to develop disorders of the self, such as Borderline Personality 
Disorder (BPD) or Eating Disorder (ED). Fonagy and Bateman (2004) 
suggest that symptoms like impulsivity may follow from impaired reflective 
capacity and inaccurate second-order representations of internal states 
(e.g. feelings, beliefs).
16 The term ‘patient’ rather than ‘client’ is used throughout this paper. This is the term  
used in psychoanalytic circles, the theoretical tradition within which this report is situated. 
The term ‘client’ also implies an equitable financial contract, obscuring the inherent power 
differential between patient and health professional______________________________________
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Borderline Personality Disorder and certain variants of ED, namely Bulimia 
(BN), Binge Eating Disorder (BED) and Anorexia (AN) (binge-purge type), 
have been termed ‘multi-impulsive disorders’ (Lacey & Evans, 1986). This 
may explain the high rates of comorbidity between ED and BPD 
(Rosenvinge et al., 2000). However, studies are beginning to suggest that 
another mediating variable may be operating in BPD and ED. 
mentalization. Evidence indicates that RF is lower in BPD and ED than in 
other psychiatric disorders (Fonagy et al., 1996), and that it may be acting 
as a mediator in the intergenerational transmission of psychopathology in 
BPD (Fonagy et al., submitted) and ED (Ward et al., 2001). The concrete 
style of thinking displayed in the narratives of both ED and BPD clients 
certainly suggests a common lack of a mentalizing stance (Skârderud,
2007a).
Identifying the core processes driving BPD or ED impulsive behaviours will 
be key to designing effective therapeutic interventions. Mentalization 
Based Therapy (MBT) has already shown promising results in BPD 
(Bateman & Fonagy, 1999), and Skârderud (2007) suggests it has much 
potential to help people with ED also. However, further quantitative 
research into mentalization in BPD or ED is hampered by difficulties with 
measurement. Traditionally, an RF rating scale has been applied to 
transcripts from the Adult Attachment Interview (Main & Goldwyn, 1994) to 
determine a person’s mentalization ability (Fonagy et al., 1998). This is a 
lengthy and time-consuming process, and therefore a brief, self-report 
measure of mentalization is urgently needed. To that end Peter Fonagy 
developed the new 46-item Reflective Function Questionnaire (RFQ) 
(Appendix 1).
Page 1172
MRP: Mentalization in BPD and ED
This study sought to validate the new measure in non-clinical and clinical 
populations. The clinical sample comprised individuals with a diagnosis of 
ED or BPD. The study’s second aim was to investigate the common 
processes behind ED and BPD that may explain their high comorbidity. A 
selection of the measures used in the validation study was analysed to 
explore how RF mediates impulsivity and the subsequent development of 
ED or BPD.
MENTALIZATION
Bateman and Fonagy (2004) define mentalization ‘as the mental process 
by which an individual implicitly and explicitly interprets the actions of 
himself and others as meaningful on the basis of intentional mental states 
such as personal desires, needs, feelings, beliefs and reasons’ (p.xxi). 
Choi-Kain and Gunderson (2008) draw out three dimensions of 
mentalizing in Bateman and Fonagy’s (2004) definition. The first is related 
to mode of functioning (implicit-explicit), the second related to objects 
(self-other) and the third related to aspects of the content and process of 
mentalizing (cognitive-affective). Attending to mental states in oneself and 
others is at the heart of mentalizing (Fonagy et al., 2002). Bateman and 
Fonagy (2004) suggest that the capacity to think about mental states as 
separate from, yet potentially causing, actions is a developmental 
achievement attained in the context of secure attachment relationships. 
Mentalization implies an ability to see ‘yourself from the outside and 
others from the inside’ (Allen et al., 2008, p3), and as such is an 
imaginative skill that recognises oneself and others as ‘intentional’ agents 
(Dennett, 1987).
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Historical context
The psychoanalytic origins of the term mentalization are diverse. While 
Freud himself never used the term, his discussion of primary and 
secondary process (1900/1976) illustrates how non-mental phenomena 
are turned into something mental. French psychoanalysis has used the 
term for over 40 years (Bouchard et a/., 2008) particularly stressing the 
gradual and often uneven process whereby somatic drive energies are 
transformed into symbolic mental representations. By being able to think 
through something, rather than acting, individuals are able to contain their 
impulsivity and tolerate frustration. Bion’s notion of the container applies 
here to thought itself: ‘a capacity for tolerating frustration thus enables the 
psyche to develop thought as a means by which the frustration that is 
tolerated is itself made more tolerable’ (1962, p307 cited in Allen et al., 
2008). Mentalization differs from classical psychoanalytic theory in its 
emphasis on relational, rather than merely intrapsychic processes. Owing 
much to the British Object Relations School, mentalizing ability is said to 
develop in the context of secure attachment relationships where the 
mother’s mirroring of the infant’s communications facilitates their nascent 
agentive self (Winnicott, 1971).
Critique of mentalization theory
In light of the similarities between mentalization theory and existing 
psychoanalytic theory, it is arguable that mentalization is merely ‘old wine 
in new bottles’ (Allen, 2006) and therefore offers little to the study of 
developmental psychopathology. Even amongst its proponents, it has 
been criticised for being ungainly (Holmes, 2006) and too broad and multi­
faceted to be a marker for specific forms of psychopathology (Choi-Kain & 
Gunderson, 2008). The present author would argue it does offer much 
however. Mentalization theory coherently integrates new findings in
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cognitive neuroscience, social cognition and attachment research. Its 
empirical grounding presents testable hypotheses and hence offers many 
opportunities for investigating causal mechanisms. Mentalization theory 
therefore avoids criticisms often waged against the psychoanalytic 
community, which largely eschews deductive reasoning in favour of 
hermeneutics. Indeed, it seems many agree with its utility, as the 
explosion of interest in mentalization testifies. Allen et al. (2008) describes 
mentalization research as having expanded in three waves over the last 
20 years: Firstly through studies in Theory of Mind and mentalizing 
impairments in autism; secondly through Fonagy and colleagues' work on 
attachment and trauma-related developmental psychopathology of BPD; 
and thirdly, through attempts to apply mentalization to a broader range of 
disorders, treatment modalities and theoretical approaches.
Development of the self
Fonagy’s (1991) theory of mentalization was originally developed to 
explain how BPD develops. However, interest from clinicians working with 
other disorders of the self, such as eating disorders (Skârderud, 2007b), 
shows its application is widening. Fonagy (2003) suggests that ‘we may, in 
fact, see all disorders as different kinds of mentalization failures that have 
in common the mind misperceiving and misrepresenting the status of its 
own contents and its own functions’ (p.272). Mentalization underlies affect 
regulation, impulse control, self-monitoring, and the experience of self­
agency, each of which is deemed to be a crucial building block of the self 
(Fonagy & Target, 1997). Being able to understand others’ actions and 
one’s own as intentional, creates a sense of continuity in the self, and 
therefore coherence.
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More than a decade’s work developing mentalization theory by Fonagy 
and his team is perhaps most cogently summarised in two seminal texts: 
Affect Regulation, Mentalization and the Development of the Self (Fonagy 
et al., 2002) and Psychotherapy for Borderline Personality Disorder: 
Mentalization-Based Treatment (Bateman & Fonagy, 2004). It is primarily 
from these two key books that the following sketch of his theory is drawn.
At the heart of mentalization lies attachment. Those infants whose 
attachment needs are regularly and appropriately met develop a 
subjective experience of security and perceive their caregiver as providing 
a secure base (Bowlby, 1988). The infant’s internal working model of 
relationships builds on these early caregiver experiences. Secure infants 
have positive templates for relationships, feeling secure exploring their 
environment because they have internalised a model of an available and 
nurturing object they can rely on to be there on their return. Infants whose 
attachment needs were not appropriately responded to internalise a 
neglectful, unavailable object. Their internal working models are insecure 
and do not lead to exploratory behaviour.
Contingent, marked mirroring by a caregiver in the context of secure 
attachment relationships is crucial to the development of mentalization, 
affect regulation, impulse control and a secure self-concept (Gergely & 
Watson, 1996). Building upon the theory of Winnicott (1971) and Kohut 
(1971) Fonagy suggests that the mother’s attuned response to the infant’s 
cries and movements facilitates his17 developing sense of agency through 
self-perceived omnipotence. This starts a process where three pre- 
mentalistic modes of experiencing are bound together.
17 The male pronoun has been chosen for clarity. The female pronoun has been chosen 
to refer to the main caregiver in recognition that it is most frequently women who occupy 
this role. _________________________________   —
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Infants initially understand themselves as teleological agents. They learn 
to differentiate actions from their outcomes and think about actions as a 
means to an end. At this stage they largely experience themselves as 
physical beings. Thoughts become linked with objects in the infant’s mind. 
In psychic equivalence mode the infant believes that what is in the mind 
must also exist outside. There is no ‘as if experience, as concreteness of 
thought denies alternative perspectives. As thinking becomes more 
sophisticated, the pretend mode allows a decoupling between internal and 
external reality. The pretend and psychic equivalence modes are therefore 
opposites. The infant whose thinking is dominated by the pretend mode 
feels things as too unreal, whereas in the psychic equivalence mode 
things feel too real.
Before these two modes of experiencing reality are bound together the 
teleological stance of the infant means he is governed by primary 
representations of his physical self. This ‘constitutional self is as yet non­
verbal and unable to make sense of the world around. In order to achieve 
a self-aware, integrated psychological self, this first order of experience 
must be bound to second order representations, i.e. symbolic thought and 
verbal expression. The binding of first and second order representational 
systems is regulated by the mother’s ability to contain and return in a 
metabolized form the infant’s expressions of his internal state. Once 
second-order representations of emotional experience have been 
established, affect regulation and impulse control become possible, both 
essential building blocks for mentalization development. It is in this 
intersubjective space between himself and the mother that a child 
develops an agentive ‘psychological self (Figure 1, from Bateman & 
Fonagy, 2004).
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Psychological 
self: 2nd order 
Representations
Representation of 
self-state: 
internalization of 
object’s image
Mirroring display
Expression of 
metabolized affect
Symbolic binding of internal state
Physical self: 
Primary 
Representations
Constitutional 
self in state of 
arousal Non-verbal
expression
Marked
expression
Reflection
Resonance
Child Caregiver
Figure 1. Intersubjective space and the symbolization of emotion
This facilitates the integration of three pre-mentalistic modes of thinking 
into a mentalizing self-concept. As Bateman and Fonagy (2004) say:
‘In normal development the child integrates these...modes to arrive 
at mentalization, or reflective mode, in which thoughts and feelings 
can be experienced as representations. Inner and outer reality are 
seen as linked, but separate, and no longer have to be either 
equated or dissociated from each other’ (p.70).
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Developmental failures in mentalization
When a caregiver’s facial expressions and vocal intonation reflect her own 
preoccupations, possibly due to unresolved trauma or loss, the infant fails 
to ‘find himself in her face. He internalises his caregiver’s image as part of 
his self-representation. As this does not match the infant’s constitutional 
self, the internalised caregiver is experienced as ‘alien’ (Figure 2, from 
Bateman & Fonagy, 2004).Thus even small failures on the caregiver’s 
part, if repeated over a period of time, can have a traumatising effect on 
the child. The lack of internal coherence and introjection of an alien self 
may lead to the anxiety and depression of those whose ‘false self 
(Winnicott, 1960) causes them to feel strangely out of touch with their 
actual feeling states. In more extreme cases, when the child is abused or 
neglected, he must face the fact that his object is malevolent. There is no 
playful mutual exploration of minds, as to comprehend the mind of one’s 
abuser is threatening. The child therefore withdraws, suppressing his 
mentalizing capacity to defend himself against the full knowledge of the 
danger. There is a form of decoupling and inhibition of mentalizing.
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The caregiver’s perception is inaccurate or unmarked or both
A b s e n c e  o f a  
re p re s e n ta tio n  o f th e
in fa n t’s m e n ta l s ta te M irro ring  p a rtly  fa ils T h e  c h ild ’s s e lf 
re p re s e n ta tio n a l s truc tu re
T h e  A lie n  S e lf
In fa n t
A tta c h m e n t fig u re In te rn a liz a tio n  o f a  n o n -c o n tin g e n t m e n ta l
s ta te  as  p a rt o f th e  s e lf
The child, unable to ‘find’ himself as an intentional being, internalizes a
representation o f the other into the self
Figure 2. Birth of the 'alien' self
Empirical support for mentalization theory comes from a number of 
attachment studies. Fonagy et el. (1991) found that RF mediated the 
effect of parental early adversity on children’s attachment status. Mothers 
who had adverse histories but who were able to mentalize their child had 
children who were securely attached. Flowever, mothers with similarly 
adverse early experiences but who had low RF had mainly insecurely 
attached children. In a study at the Cassel hospital by Fonagy et al. (1996) 
mentalization alone did not predict personality pathology, but when low RF 
was combined with a history of sexual abuse, it was predictive of BPD. 
Grienenberger et el. (2005) used the RF scale to code Parent 
Development Interview narratives and found that maternal representations 
of the infant predicted infant attachment status. Ward and colleagues 
(2001) administered the M l  with RF scoring to mothers and their anorexic 
daughters. Mothers’ RF was shown to significantly relate to that of their 
daughters. In a study by Fonagy and his team (Fonagy et a/., submitted)
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the effect of childhood maltreatment on the development of BPD was 
found to be mediated by mentalization. It appears that how the mother 
holds in mind the mind of her child is crucial in the letter’s emotional 
development. Mentalization effectively operates as an ‘immune system’ 
(Lecours & Bouchard, 1997) as it can help the infant resiliency make 
sense of and psychically survive adversity (Fonagy et al., 1994).
BORDERLINE PERSONALITY DISORDER
Borderline Personality Disorder is conceptualised as a severe personality 
dysfunction characterised by a pervasive pattern of behavioural difficulties 
such as impulsivity, suicidality, and unstable personal relationships. 
Regulating emotions and maintaining a stable sense of self are also 
particularly challenging for the individual with BPD. Feelings of emptiness, 
disassociation and sometimes even psychotic-like cognitions signify a 
fluctuating connection to reality and the people around them. The DSM- 
IV-TR (American Psychiatric Association, 2000) specifies 9 criteria, five of 
which must be met for a BPD diagnosis (Figure 3).
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1 Frantic efforts to avoid real or im agined abandonm ent.
2  A  pattern of unstable and intense interpersonal relationships characterized by 
alternating betw een extrem es of idealization and devaluation
3 Identity disturbance: m arkedly and persistently unstable self-im age or sense of 
self
4 Impulsivity in a t least tw o areas that are  potentially self-dam aging (e.g., 
spending, sex, substance abuse, reckless driving, binge eating).
5 Recurrent suicidal behavior, gestures, or threats, or self-m utilating behavior
6  Affective instability due to a  m arked reactivity of mood (e.g., intense episodic  
dysphoria, irritability, or anxiety usually lasting a few  hours and only rarely  
m ore than a few  days)
7 Chronic feelings of emptiness
8 Inappropriate, intense anger or difficulty controlling anger (e .g., frequent 
displays of tem per, constant anger, recurrent physical fights)
9  Transient, stress-related paranoid ideation or severe dissociative sym ptom s
Figure 3. DSM-IV-TR (2000) criteria for BPD
Borderline Personality Disorder prevalence rates vary according to setting. 
Coid et al. (2006) reported the weighted prevalence of BPD in a 
community sample was 0.7%. In primary care settings 24% of attenders 
were diagnosed with BPD (Moran et al., 2000). Women are three times 
more likely than men to receive a BPD diagnosis (National Institute of 
Clinical Excellence (NICE), 2009). Feminist social constructionists have 
criticised the diagnosis for individualising and pathologising women for 
their response to oppression. Shaw and Proctor (2005) point out that 
BPD symptoms can be understood as ways women cope with life in a 
society in which they are less likely than men to have access to money, 
power and other resources, and are more likely to experience sexual 
abuse and violence.
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Individuals with BPD presenting at mental health services show severe 
impairments in everyday functioning, including unstable employment, 
poor social relationships (Skodol et al., 2002), and are major users of 
services. Suicidal behaviour is very common in BPD. In one study 84% of 
BPD patients had attempted suicide (Soloff et al., 2002) and in long-term 
follow-up 10% complete suicide (Paris, 2002). Many people use self harm 
as a way of relieving tension and dysphoria (Leibenluft etal., 1987).
Until recently a diagnosis of PD could be used to exclude people from 
treatment because the Mental Health Act (1983) implied PD did not 
comprise a mental illness and therefore was considered untreatable. 
However, a clear government strategy (National Institute of Mental Health 
England (NIMHE), 2003) along with a steadily building evidence base for 
the efficacy of psychological treatments like Dialectical Behaviour Therapy 
(Linehan, 1993) and more recently Mentalization Based Therapy 
(Bateman & Fonagy, 2004) has provided a new impetus for hope.
Mentalization and BPD
According to Fonagy (2006) BPD develops at the confluence of three 
vulnerability factors.
Fragile affect regulative processes
As outlined previously, Fonagy and Bateman (2004) suggest the 
development of an agentive psychological self to be a developmental 
achievement gained in the context of sensitive mirroring by an attuned 
caregiver. Without a capacity to symbolically represent emotional states in 
their own and other people's minds individuals may feel overwhelmed by 
affect-storms. Neuroscientific research attests to the impaired affect
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regulatory processes in BPD. Donegan et al. (2003) scanned 15 BPD and 
15 non-BPD individuals and found significant hyperreactivity in the 
amygdala of BPD individuals. They hypothesised that this may explain the 
hypervigilance and emotional dysregulation that is often observed in BPD.
In a convincing summary of current neuroscientific research Schore 
(2001) suggests that secure attachment is essential for optimal 
development of right brain structures which support stress-coping and 
emotional regulation systems.
Disorganization of the self associated with hostile and violent attachments...
Many have observed that histories of childhood sexual abuse are highly 
prevalent in borderline individuals (e.g. Zanarini et al., 1997) and most 
have insecure attachments (Agrawal et al., 2004). Lyons-Ruth and 
Jacobvitz (1999) emphasised the disorganisation of the attachment 
system as later predisposing the adult to BPD. Disorganization indicates a 
failure of the individual to mobilize an adaptive and consistent strategy in 
the face of attachment-related stress. Repeated inaccurate mirrorings of 
the child lead to the internalization of representations of the parent’s state 
rather than a usable version of the child’s. This leads to an alien 
experience within the self. When the caregiver is openly hostile, the child 
inhibits mentalization in order to avoid facing the full realisation of their 
caregiver’s malevolent intentions towards them. However, in anxious 
states attachment needs are triggered and the child is caught in a 
dilemma between seeking comfort from their abuser and running from 
them, thus leading to further disorganisation of the self.
Repeated traumas deactivate mentalization and increase the likelihood of 
the disorganized child growing into a borderline adult. Fonagy and 
colleagues (submitted) showed that BPD adults who had been abused as
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children scored lower on the Reading the Mind in the Eyes Test (Baron- 
Cohen et al., 2001) a proxy measure of mentalization. Interpersonal 
crises, and even mild interpersonal disagreements, can cause hyper­
arousal of the attachment system. Unbearably painful emotional states 
cause the self to be experienced as evil and hateful. The individual cannot 
escape from this torturing representation because it is experienced as 
coming from within. Through a process of projective identification (Klein, 
1988) the torturing part of the self is projected into the other. The BPD 
individual invokes in that person precisely the thoughts, feelings or 
behaviours projected. The target of these powerful unconscious 
projections begins to behave in a congruent manner to the projections. 
The ‘badness’ thus externalised can then be safely attacked, thereby 
reducing the experience of incoherence within the self. If externalisation is 
not possible, attacks can be directed at their own body, and the individual 
enters a self-harm state.
Failure of mentalization and return to pre-mentalistic modes of thinking
In such heightened arousal, the BPD individual fluctuates between three 
primitive modes of experiencing their internal reality (Figure 4, adapted 
from Bateman & Fonagy, 2006). In the teleological stance actions speak 
louder than words, and understanding becomes very concrete. The 
psychic equivalence of borderline individuals is marked by projection of 
internal fantasy onto external reality -  things become ‘too real’. The 
affective tone characterised by psychic equivalence is paranoid hostility, 
and there can be no tolerance of alternative perspectives. The sense of 
oneself as bad is felt with unbearable intensity as it appears utterly real to 
the individual. At the other extreme lies the pretend mode, where reality 
and internal feeling is cut-off and things are ‘too unreal’. In this state the 
continued existence of the mind is not seen as contingent on the
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continued existence of the physical self. Self-harm and suicide may occur 
in the dissociative state of the pretend mode.
Attachment 
system activated Hyper-arousal
PRETEND
MODE
Pseudo
mentalization
Concrete
understanding
Misuse of 
mentalization
PSYCHIC
EQUIVALENCE
TELEOLOGICAL
MODE
General failure of mentalization
Dysfunctions of interpersonal relationships 
Suicide 
Self-harm 
Impulsive acts of violence
Figure 4. Understanding BPD in terms of suppression of mentalization
In the pretend mode there may be endless inconsequential discussion of 
thoughts and feelings, but without any sense of real connection to the 
person. This can lead to pseudo-mentalization where an intellectualised 
discourse misleads others and the individual themselves that they have 
great emotional insight. A misuse of mentalization can occur when the
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BPD individual’s exquisite sensitivity to interpersonal material can be used 
to exploit or manipulate others.
EATING DISORDERS
Eating disorders are separated into two broad behaviours: restricting and 
bulimic. Restricting eaters seek to strictly control the quantity and type of 
food they take into their bodies. Bulimic eaters have a similar 
preoccupation with weight and their bodies but do not restrict food intake 
so much. Instead, they compensate with purging behaviours such as 
vomiting, laxatives or enemas. However, not all people with disturbed 
eating patterns are concerned about losing weight. Palmer therefore 
argues that, rather than weight concern, the central pathology of all EDs is 
motivated by eating restraint (Palmer, 1993; 2005). People with AN 
therefore are conceptualised as fighting their natural appetite 
‘successfully’, and bulimics and people with BED ‘unsuccessfully’. Unable 
to meet their self-enforced ideal of restraint, a rebound effect occurs 
where eating resumes in an uncontrolled way.
Restricting and bulimic behaviours largely map onto DSM-IV diagnoses, 
though not always clearly. For example, Anorexia Nervosa (AN) includes 
Restricting and Binge-Eating/Purging subtypes. Bulimia Nervosa (BN) also 
includes two sub-categories, Purging and Non-Purging. Non-purging 
bulimics regulate their weight through excessive exercise or fasting rather 
than purging behaviour. Individuals who do not meet the full DSM criteria 
for AN or BN are assigned to Eating Disorders Not Otherwise Specified 
(EDNOS), with one of the largest subgroups being Binge Eating Disorder 
(BED).
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Prevalence rates for BN in young females is higher than AN (1 % versus 
0.3%), although AN is generally more lethal than BN (Hoeken et al., 2005) 
and even BPD. The suicide risk for anorexia is raised 23 times, whereas 
for BPD it is only 7 times (Harris & Barraclough, 1997). According to 
DSM-IV-TR criteria, AN is characterised by a refusal to maintain body 
weight at or above a minimally normal weight for age and height. In 
women this must be accompanied by loss of menstruation. Cognitive 
symptoms include a distorted body-image and intense fear of becoming 
fat. NICE guidelines (2004) suggest that people with a BMI of <17.5 
should be considered anorexic. In order to meet DSM diagnostic criteria 
for BN, binging must occur alongside compensatory behaviours such as 
vomiting or enemas on at least a bi-weekly basis for three months.
Binge Eating Disorder is characterised by binge eating with no subsequent 
compensatory behaviour such as exercise, vomiting or laxative use. 
Prevalence rates in the general population have been estimated at 1% 
(Hay, 1998 cited in Palmer, 2005). Given that a key marker for BPD is 
impulsive behaviour, it is perhaps not surprising that in a sample of obese 
individuals seeking gastric surgery, the prevalence of BED was 6.5%, and 
24.8% met criteria for BPD (Sansone et al., 2008).
Considering the elevated mortality risk for EDs, the need for effective new 
treatments is urgent. NICE (2004) suggests good evidence exists for the 
efficacy of CBT for BN and BED, but for AN no psychotherapy stands out 
as being more effective than treatment as usual. The few efficacy studies 
conducted on AN leave more questions than answers (Woodside, 2005). 
NICE recommends further research into psychological treatments for AN 
and for those bulimic individuals who do not respond to CBT. 
Mentalization-based therapy could therefore be a valuable addition to the 
therapeutic toolkit.
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Mentalization and eating disorders
Research in this area is sparse. In one of the few published references to 
eating disorders in the context of mentalization, Fonagy et al. (2002) says 
of anorexics:
‘When psychic reality is poorly integrated, the body takes on an 
excessively central role for the continuity of the sense of self...There 
is psychic equivalence between the experience of body shape and 
its concrete parameters; to be thinner is felt to be superior and is 
therefore superior’ (p.405).
The central importance of the pre-mentalistic psychic equivalence mode is 
also emphasised by Skârderud (2007a), who draws out how anorexics 
experience bodily metaphors as concrete, losing their ‘as if quality which 
leads to reduced symbolic capacity. Fonagy (2005) proposes that 
disordered eating arises out of disorganised self-states and a return to 
pre-mentalistic modes of thinking (psychic equivalence, pretend mode and 
teleological thinking). Disruptions to mentalization occur when the 
individual’s attachment system is activated and a state of hyperarousal is 
triggered by perceived ‘insurmountable life challenges’. In the adapted 
model below, ‘life challenges’ have been renamed precipitating factors 
and individual and general predisposing factors have been added (Figure 
5, adapted from Fonagy, 2005).
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Figure 5. Mentalization and the development of eating disorders
Individual predisposing factors
While space precludes a full consideration of all predisposing factors, 
certain risk factors stand out. Bruch (1974) was one of the first to draw 
attention to abnormal parent-child interactions amongst individuals with 
EDs. She suggested that mothers who impose their own conception of the 
infant daughter’s needs create a situation where the infant struggles to 
differentiate her own feelings and impulses from those of her mother. 
Empirical research on alexithymia supports Bruch’s hypothesis in that 
anorexics appear to have difficulty identifying and communicating feeling 
states (Rastam etal., 1997; Zonnevijlle-Bendek et al., 2002). Furthermore, 
reviews of the literature demonstrate strong links between insecure 
attachment and EDs, although researchers disagree whether attachment
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style predicts ED sub-category (O'Kearney, 1996; Ward et al., 2000). 
Studies confirming a link (e.g. Candelori and Ciocca 1998, cited in Ward 
et al., 2000) suggest that restricting anorexic individuals tend to have a 
dismissing attachment style, whereas bulimics are preoccupied.
One possible explanation for these inconsistent findings is that another 
factor is mediating the relationship: mentalization. In a study at the Cassel 
Hospital, Fonagy and colleagues (1996) confirmed that ED clients had 
significantly lower RF than other Axis I disorders, sharing levels similar to 
borderline clients. Evidence of intergenerational transmission of 
attachment states of mind is provided by Ward et al. (2001) who studied 
mother-daughter pairs and found that RF was significantly lower in 
anorexic daughters and their mothers than psychiatric controls, with both 
sharing a dismissive attachment style. A study by Besser and Blatt (2007) 
proposed that the quality of the adolescent’s relationship with the same- 
sex parent appears to be crucial, as positive identifications provide 
protection against later development of problem behaviours.
It may be that apparently normal mothering obscures subtle conflicts 
between mother and daughter. It is suggested here that, like the 
mentalization-based account of BPD, unresolved loss or trauma in the 
mother may hinder her ability to sensitively mirror her infant, 
superimposing instead her own emotional state. As Bruch (1974) said, the 
developing child is therefore caught in a dilemma between depending on 
the mother to supply a sense of self and defending against the mother’s 
intrusiveness. Clues as to why the mother is unable to be emotionally 
available for her daughter are provided in a study by Shoebridge and 
Gowers (2000). They noted high rates of obstetric loss prior to the 
anorexic daughter’s birth accompanied by over-protective parenting style. 
Another study uncovered significantly more deaths among first-degree
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relatives of teenagers with anorexia nervosa than controls (Nilsson et al., 
1998). Ward et al. (2001) found that narratives of anorexic daughters and 
their mothers showed high idealization. This lends tentative support to the 
present hypothesis that the developing anorexic learns from her family to 
defensively turn away from negative emotions and actively inhibit 
mentalization.
In more toxic family environments characterised by abuse, the adolescent 
may internalise a torturing alien self, much like the borderline individual. 
Suppression of mentalization becomes so extreme that parts of the self 
become split-off. It is certainly the case that individuals with EDs report 
childhood sexual abuse more frequently than those without EDs, and 
women with bulimic behaviours have higher rates of childhood adversity 
than other EDs (Schmidt et a/., 1997a).
General predisposing factors
Incidence rates for EDs are highest during adolescence and early 
adulthood (Hoeken et al., 2005), suggesting that normal developmental 
changes may stress vulnerable individuals. Brain changes in adolescence 
may compromise mentalization and therefore increase vulnerability to ED. 
Choudhury (2006) found that children’s social perspective decreased as 
they moved into adolescence. Blakemore et al. (2007) compared adults to 
adolescents and found the latter had more difficulties with abstract 
intentional causality than physical causality. Normative pubertal changes 
like weight gain in girls and sexual maturation ensures adolescents are 
acutely aware of their bodies. Exposure to ‘thin ideal’ media-messages 
compounds adolescents’ concerns with their bodies (Harrison, 2000). 
When adolescents’ orientation to the concrete is combined with their
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relatively undeveloped social cognition, it is understandable how 
dissatisfaction with the body may arise, and hence disordered eating.
Precipitating factors
Adolescents face increased demands for individuation as educational 
pressures mount, and peer relationships become more salient. 
Interpersonal crises associated with changing roles may be experienced 
by some adolescents as insurmountable challenges. Neuro-imaging 
studies suggest that stress or activation of the attachment system causes 
areas of the brain associated with mentalizing to be deactivated (Arnsten, 
1998; Bartels & Zeki, 2004). Just as hyper-activation of the attachment 
system drives borderline individuals to seek proximity to the attachment 
figure who abused them, adolescents with eating disorders are caught in a 
dilemma, wanting to be close to their family yet angry over their attempts 
to control them.
It is how an individual experiences an event rather than its intrinsic 
severity that dictates the embracing of disordered eating as a coping 
mechanism. For example, a study comparing binge-eaters with non-binge 
eaters showed that there was no significant difference in reported levels of 
daily hassles, but binge-eaters rated these as more stressful (Crowther et 
al., 2001). The meaning of certain events may have implications for type 
of ED developed. Schmidt et al. (1997b) found that life events or 
difficulties that evoked sexual shame or disgust were more highly linked 
with development of AN than BN.
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Re-emeraence of pre-mentalistic primitive modes of thinking
When the attachment system is activated or the individual is stressed 
Fonagy (2005) suggests mentalization becomes disrupted and there is a 
re-emergence of pre-mentalistic modes of thinking. In the psychic 
equivalence mode, normal weight-related cognitions become oppressive 
and negative beliefs about the self feel frighteningly real. To cope with 
this, the individual actively attempts to stop thinking, and a de-coupling of 
mentalization occurs similar to that observed in BPD. Becoming obsessed 
with physical trivia, like the minute details of calories, allows the individual 
to avoid painful feeling states. In Skârderud’s (2007a) qualitative study, a 
young woman says:
‘When I got the message that T, whom I loved so much, had 
committed suicide, the first thing I did was go on the scale. I was 
losing the grip, and I felt my body expanding. I needed to do 
something about that...that was the time when I got worse’ (p.170).
In the teleological stance the individual seeks to control her mind by 
making the body work. By grounding the self in the body, the boundaries 
of identity are clearly delineated and threats of disintegration are warded 
off:
7 was not able to limit myself; I did not know where I started and 
where I ended. That is why I did like this...(she describes with her 
whole body how she diminished herself)...//Tee from a grape to a 
raisin’ (p.171).
Fonagy (2005) proposes that entering the pretend mode heralds a 
separation of subjectivity from physical reality. To purge the body through
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vomiting or laxative use is to achieve a sense of purity and goodness. The 
mind is occupied with controlling the body. There is an avoidance of 
seeing oneself in the mind of the other and a refusal to mentalize the 
other to avoid implications for the self. The individual must reject 
alternative realities that threaten their pretend mode of operation. The 
anorexic who ignores medical advice about serious threats to health is 
operating in the pretend mode.
‘When I was in hospital, admitted because of my extremely low 
weight, I remembered thinking that this is good. The old, chaotic 
unhappy me is gone, and this is a new opportunity. Now I am down 
to bedrock. And this time I will be another person’ (Skârderud, 
2007a, p.169).
The fantasy of finding release for the self through destroying the body 
parallels the self harm of the borderline individual.
RATIONALE
Mentalization-based treatment programs are multiplying, with many 
clinicians becoming increasingly impressed with the breadth of the 
concept’s explanatory power (Allen & Fonagy, 2006; Allen et al., 2008). 
The time is ripe for further application of mentalization theory to 
psychological distress, as NICE guidelines for BPD (2009) and ED (2004) 
stress the lack of evidence-based therapies. However, although 
mentalization theory holds obvious relevance to EDs, it is only recently 
that one has been developed for ED (Skârderud, 2007c). MBT for BPD is 
better developed and researched, but difficulties with measurement limit 
abilities to draw inferences about the efficacy of the treatment’s core 
change processes. Unless mentalization as the central mechanism of
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change in therapy programs is accessible to measurement, further 
development of MBT for ED or BPD is problematic.
Currently, mentalization is measured using a cumbersome one­
dimensional tool, the RF rating scale for the AAI (Fonagy et al., 1998). A 
new measure of mentalization, the Reflective Function Questionnaire 
(RFQ) was developed by Fonagy and his team to address the lack of brief 
self-report measures in the field. The first aim of this study therefore is to 
further develop and validate the new RFQ.
High co-morbidity between BPD and bulimic forms of ED (Rosenvinge et 
al., 2000) has led to some suggesting that the central mechanism driving 
these disorders is impaired impulse control (Lacey & Evans, 1986). The 
present author argues instead that mentalization deficits mediate 
impulsivity. The study’s second aim therefore is to investigate the 
mediating role mentalization may play in the development of impulsivity, 
disordered eating attitudes and borderline personality organization.
Study 1 : Validation
The first part of the research aims to explore the reliability and validity of a 
new measure of mentalization, the RFQ.
Measuring mentalization
Research contexts have principally used the AAI and applied the RF 
Rating Scale (Fonagy et al., 1998) to measure mentalization. The Adult 
Attachment Interview (AAI) (Main & Goldwyn, 1994) consists of a series of 
questions designed to elicit a detailed picture of the individual’s childhood 
attachment experiences and examine how these have impacted on their 
current views of themselves and their close relationships. The semi­
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structured interview assesses adult attachment patterns as dismissing, 
autonomous (secure), and preoccupied or unresolved, depending on the 
coherence of their narrative of early childhood experiences. It is not the 
content of narratives, but the way in which experiences are communicated 
that determines RF score. For example, people with an autonomous 
classification may have had adverse early attachment experiences. 
However, if the individual is able to speak about these experiences in a 
balanced and objective manner which is coherent and believable, their 
internal attachment representations are rated as secure. An overall RF 
score is obtained by trained raters analysing AAI transcripts. Scores are 
on a 9-point scale, ranging from negative or bizarre RF to full or 
exceptional RF.
The disadvantage of Fonagy's RF rating scale is that it provides a single 
score for what many argue is a multidimensional concept (Choi-Kain & 
Gunderson, 2008; Levy et al., 2006). As such, scores from the RF scale of 
the AAI cannot be subjected to factor analysis. Ken Levy’s laboratory 
(Meehan et al., 2009) is currently developing a 53-item multi-dimensional 
measure for scoring RF which a clinician can apply to multiple data 
sources, including interviews, but as yet this measure is unpublished.
Another system for rating mentalization from AAI transcripts was 
developed by Lecours and Bouchard (1997) who used verbal elaboration 
of affect as an indicator of mentalization. While both methods have good 
reliability, they are lengthy and inappropriate as measures of change in 
health service settings. Existing mentalization-based services such as the 
Halliwick Unit in London use generic measures of psychopathology like 
the SCL-90 (Derogatis, 1977) to measure outcomes. Unfortunately, this is 
not geared specifically to highlighting changes in mentalizing ability.
P a g e |197
VOL I: RESEARCH DOSSIER
The Reading the Mind in the Eyes test (Eyes test) (Baron-Cohen et al., 
2001) has been used as a proxy measure of mentalization by Fonagy and 
colleagues (submitted) in their study of the effects of childhood 
maltreatment on mentalization. Administered to participants with a range 
of mental health diagnoses, the researchers found that BPD was the only 
significant predictor of the Eyes test score. Participants are presented with 
a picture of the eye region of the face and asked to choose one of four 
adjectives to describe what the person is thinking or feeling. This is a 
subtle test of cognitive dysfunction based on the idea that gaze 
interpretation has a central role in the normal functioning theory-of-mind 
system. The test is self-administered and therefore there is no time limit 
on completion. In unpublished research by Fonagy and his team 
(submitted) there was no significant association between time taken to 
choose an answer and the accuracy of the response.
Kings-Casas and colleagues (2008) have developed an experimental 
paradigm for modelling implicit mentalization differences between BPD 
and non-clinical controls. The Trust Game involves a series of fictional 
financial transactions, the level of player reciprocity indicating trust. BPD 
individuals were found to have lower levels of trust and cooperation, and 
were ineffective in modelling the intentions of the other. Another implicit 
measure that could be used to indicate mentalization is the Thematic 
Apperception Test (Murray, 1943/1971). This projective test requires the 
respondent to make up a story based on their personal response to a 
series of line drawings. As yet, however, there is no RF-specific scoring 
mechanism. Unfortunately, neither of these implicit tests provides a direct 
index of mentalization. They are both labour intensive and, by their 
experimental nature, not suited to high-volume health service settings.
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Measurement of mentalization is complicated by the fact that, in 
heightened states of emotional arousal, individuals temporarily ‘go offline' 
and experience an impairment of mentalizing capacities. Arnsten (1998) 
describes ‘the biology of being frazzled', illustrating how exposure to 
uncontrollable stress impairs prefrontal cortical function. The prefrontal 
cortex is suspected to be the location of mentalizing capacity (Gilbert et 
al., 2006). The assessment of mentalization is therefore problematic, and 
especially so in BPD individuals who experience rapidly and widely 
varying affect states.
Multi-dimensional mentalization assessment
Fonagy and Luyten (in preparation; Luyten et a/., in preparation) suggest 
that measures of social cognition, and mentalization in particular should 
explicitly recognise their multi-dimensional nature. Basing their work on 
the neuroscientific theory of Satpute and Lieberman (2006), Fonagy and 
Luyten propose that mentalization capacities may tap different brain 
regions or systems, and therefore new measures should reflect the 
different core processes involved. Satpute and Lieberman (2006) 
differentiate between different neural systems of social cognition. They 
suggest that reflexive systems correspond to automatic processes and are 
largely responsible for implicit associations. Reflective systems 
correspond to controlled processes and are explicit. In addition to the 
automatic/reflexive versus controlled/reflective dimensions, Fonagy and 
Luyten suggest mentalization varies according to internal versus external 
focus. The former refers to mental processes that focus on one’s own or 
another’s mental interior, and the latter to mental processes that focus on 
physical and visible features of oneself or another. They note that this 
does not correspond to the self-other dichotomy, as internally and
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externally focussed social cognition may focus both on one’s own or 
another’s psychological world.
The automatic/controlled and internal/external distinctions provide a 
strong theoretical basis to situate and classify existing and new 
mentalization measures. Furthermore, attempts to measure mentalization 
should acknowledge its multidimensional nature by applying a multi­
method approach. Figure 6 represents how some of the assessment 
instruments reviewed above could be plotted against the 
automatic/controlled and the internal/external dimensions (Figure 6).
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Figure 6. Dimensions of mentalization and their assessment
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It is evident that a simple, brief measure of mentalization would advance 
study of this burgeoning field. In light of the complex and often 
experimental laboratory conditions needed for implicit mentalization 
assessments, a new measure would benefit from focusing on 
controlled/explicit processing. Externally-focused mentalization can be 
currently assessed with the Eyes test. It thus appears that the quadrant 
most apt for developing a new test is the explicit/internal sector. It is to 
that end that a new self-report measure of mentalization, the Reflective 
Function Questionnaire (RFQ) was developed by Fonagy and colleagues 
(Fonagy & Ghinai, unpublished manuscript).
RFQ initial development
In the initial development of the scale carried out by Fonagy and Ghinai, 
101 statements were constructed so that level of agreement corresponded 
to high or low mentalization. Responses were rated across a 6-point Likert 
scale ranging from strongly disagree (=1) to strongly agree (=6). High 
mentalization was indicated on the polar response items by either strong 
agreement (=6) or strong disagreement (=1) with the statement. On the 
central response items, disagreeing (=3) or agreeing somewhat (=4) 
indicated high mentalization.
The 101 items were rated by 14 international mentalization experts who 
indicated whether they thought each statement indicated high 
mentalization skills or not. Seventy items reached statistically significant 
levels of inter-rater reliability. After rejecting 31 insufficiently reliable items, 
70 remaining items were re-examined by experts for face and content 
validity. Badly worded, repetitious or irrelevant items were rejected.
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The 46 remaining items formed the final Reflective Function 
Questionnaire (Appendix 1). Questions requiring a central response were 
collected together under the RFQ-A subscale and those requiring a polar 
response under the RFQ-B subscale. The central scoring items in the 23- 
item RFQ-A subscale elicit a balanced mentalizing perspective, whereby 
the participant must recognise that they can know something, but not 
everything about a person. For example 7 can tell how someone is feeling 
by looking in their eyes’ assesses the degree to which the respondent is 
realistic about their ability to mind-read another’s body language. A high 
mentalizing response would be rated as disagree (=3) or agree somewhat 
(=4).
The 23-item RFQ-B subscale included all the polar scoring items. For 
example, a high mentalizing participant would strongly agree (=6) with the 
statement ll ’m often curious about the meaning behind others’ actions’ 
because it assesses degree of motivation to reflect about intentional 
states in others. On the other hand, a high mentalizer would strongly 
disagree (=1 ) with the statement 7 frequently feel that my mind is empty’.
So that overall score on the RFQ indicates high mentalization, items 
requiring strong disagreement to indicate high mentalization are reverse 
scored. RFQ-A items are scored as deviations from the mid-point. Item 1, 
‘People’s thoughts are a mystery to me’ requires a balanced recognition 
that we can never completely know others’ thoughts. Disagree (=3) or 
agree somewhat (=4) would be equally high mentalizing responses. An 
initial answer of a 1 or 6 would be recoded as a 1, a value of 2 or 5 
recoded as a 2, and a 3 or 4 as a 3.
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Data reduction
Fonagy and Ghinai administered the 46-item RFQ to 212 non-clinical 
participants recruited from the dining area of a university teaching 
hospital. Measures used alongside the RFQ for validation purposes were 
the Social Desirability Scale (SDS), Beck Depression Inventory-ll (BDI), 
Mindful Awareness Attention Scale (MAAS), Perspective Taking subscale 
(PTS) of the Interpersonal Reactivity Index, and the Cognitive subscale of 
the Basic Empathy Scale (BES).
Fonagy & Ghinai's trial data reduction identified 10 items as redundant. 
This reduced 36-item scale displayed good internal reliability (Cronbach's 
alpha=.74). In light of these encouraging results, it was decided to take 
the RFQ's validation further into the present phase of the research. Rather 
than accepting the reduced 36-item scale based upon Fonagy and 
Ghinai’s non-clinical population, the full 46-item was administered to a 
mixed clinical and non-clinical sample with the intention that a more robust 
item analysis and data-reduction could be carried out, before further 
reliability-testing and validation was pursued.
Construct validity
The construct validity of the RFQ was established by comparing it to 
related concepts. Any attempt to establish the viability of an individual 
difference measure must show that it is, as Mayer (2000 cited in Brown & 
Ryan, 2003) succinctly noted, ‘similar enough to other [concepts] to be 
recognizable, but different enough to be worth studying’ (p.49). The list 
below is not exhaustive (see Choi-Kain and Gunderson (2008) for other 
concepts), but is chosen because of their conceptual closeness, and well-
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validated measures. Each concept has also been researched in either 
BPD or ED.
Theory of mind
Like mentalization, Theory of Mind (ToM) (Premack & Woodruff, 1978) 
allows the individual to understand that other’s beliefs and desires differ 
from their own, and that by inferring intentional mental states in others, 
their behaviours are made explicable. ToM differs from mentalizing in that 
it emphasises the cognitive understanding of others’ mental states, rather 
than the emotional understanding of one’s own states. Normally 
developing four-year-old children will generally pass false-belief tasks like 
the Sally Ann Test (Baron-Cohen et al., 1985). Here the child is asked to 
predict where a character in a story will search for an object when, without 
them knowing, it has been moved by another character. Autistic children 
typically fail this test and others, like the Eyes test (Baron-Cohen et al., 
2001). In autism, ‘People are...viewed as things, and cannot be 
understood to have projects, desires and plans, which may or may not 
intersect with those of the autistic subject’ (Holmes, 2006, p.36 emphasis 
added). The mindblindness of the borderline individual is brought to mind 
here in their concrétisation of experience and struggle to accommodate 
their beliefs and desires with those of others. Fonagy and colleagues 
(submitted) found that BPD individuals had lower ToM as measured by 
the Eyes test than non-borderline individuals.
Consideration of closely-related concepts in conjunction with the multi­
dimensional assessment model recommended by Fonagy was used to 
assist choice of appropriate measures to gauge construct validity. 
Measuring mentalization explicitly, the Eyes test was predicted to share a 
greater degree of variance with the RFQ than implicit measures (e.g. the
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Trust game). By pairing the externally-focused Eyes test with the more 
internally-focused RFQ, it was also hoped that a broader range of abilities 
would be tapped. Unfortunately, it was not possible to employ a criterion 
measure of mentalization in this study, as the only one known to exist, the 
RF Rating Scale on the M l,  was too labour intensive to be appropriate for 
the present research.
Empathy
Empathy refers to an awareness and appropriate emotional response to 
others' emotional states. As such, the concept of empathy is narrower 
than mentalizing as the latter advocates empathy for the self as well as for 
others. Empathy has been construed as comprising affective and 
cognitive elements. Joliffe and Farrington (2006) suggest that affective 
empathy involves an affective reaction to the perceived emotions of 
another while cognitive empathy actually enables the person to 
understand those emotions. Preston and de Waal’s (2001) Perception- 
Action Model makes the important point that empathy is adaptive for 
humans because it helps ‘the subject to focus on the object, even in its 
absence, remain emotionally distinct from the object and determine the 
best course of action for the object’s needs’ (p.20). It is evident how such 
an orientation will enhance social relatedness. They argue that the 
nervous system link between perception and action which helps us to 
navigate the material world also enables us to navigate a complex social 
environment. As mentalization includes a more affective element than 
ToM, cognitive measures of empathy should distinguish mentalization 
from empathy more effectively than measures of emotional empathy.
Research on the impact of psychopathology on empathy is contradictory. 
Therapeutic lore suggests BPD individuals can have an uncanny ability to
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‘read the emotions of others’. People with BPD have been shown to have 
an enhanced accuracy in reading others thoughts and feelings (Ladisich & 
Feil, 1988). Guttman and LaPorte (2000) showed BPD women had higher 
empathie accuracy than anorexics or controls. However, in a later study 
(2002), they also showed BPD women to have greater levels of 
alexithymia which was inversely related to empathy. Research by Fonagy 
and colleagues (submitted) using the Eyes test suggests that BPD 
individuals are not always skilled at reading mental states when presented 
only with the eye region of the face. A study by Flury et al. (2008) shows a 
still more complex picture. They suggested that the relative empathie 
advantage displayed by high BPD individuals does not reflect greater 
ability; instead, they are comparatively more difficult to ‘read’ than low 
BPD individuals are, i.e. their conflicting and rapidly changing emotions
and behaviours make it difficult for others to understand them.
Mindfulness
The concept of mindfulness, originating in Buddhist literature, has 
experienced a renaissance recently in the field of psychology. Meaning 
‘the state of being attentive to and aware of what is taking place in the 
present’ (Brown & Ryan, 2003; p.822) mindfulness overlaps with the 
concept of mentalization. Like mentalization, mindfulness focuses on 
consciousness of mental states. It differs in that mindfulness is present- 
centred, whereas mentalization encompasses the ability to reflect on the 
future and past as well. Furthermore, the mentalizing individual can 
reflect, evaluate and use verbal analytic means to comprehend a situation. 
Mindfulness is ‘prereflexive in that its foundation is perceptual and non- 
evaluative’ (p.843). Brown and Ryan’s (2003) Mindful Attention Awareness 
Scale (MAAS) has been shown to correlate with emotional intelligence 
and internal state awareness, concepts closely allied to mentalization. It
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was predicted that there would be a significant positive correlation 
between the RFQ and MAAS.
Depression
Depression involves ruminative thinking, characterised by preoccupation 
with negative thoughts about the self, the world and the future (Beck, 
1979). Levels of depression have been related to several psychiatric 
diagnoses, not least BPD (Zanarini et al., 1998). Recurrent depressive 
disorder is successfully treated with mindfulness-based cognitive therapy 
(Teasdale et al., 2000). Mindful awareness is arguably closely related to 
mentalization as both encourage an open, attentive and non-defensive or 
judgemental stance to thoughts and feelings. Levy etal. (2006) found that 
Transference-Focussed Therapy successfully raised RF and reduced 
depression. It is therefore predicted that depression will be inversely 
related to mentalization.
Predictive and discriminative validity
Psychopathology
In Bouchard et al.’s (2008) study, mentalization was associated with 
severity of Axis I and II pathology. This supports other studies showing 
significant differences between mentalization in clinical and normal control 
groups and between Axis I and Axis II patient groups (Fonagy etal., 1996; 
Fonagy et al., submitted). Vermote (2005) found BPD individuals had 
lower levels of RF compared to other psychiatric patients. However, 
Fonagy etal. (1996) found that individuals with ED had similarly low levels 
of RF. Given it remains unclear that RF distinguishes between DSM 
diagnoses, it was decided a dimensional rather than categorical approach
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to psychopathology measurement would be taken in this early stage of 
validation. It was therefore predicted that the RFQ would distinguish 
between clinical and non-clinical levels of borderline and eating pathology.
Therapy
When assessing the RFQ’s predictive validity it was necessary to control 
for the effect of therapy. While it has been suggested that most therapies 
are likely to have a positive impact on mentalization, e.g. CBT 
(Bjorgvinsson & Hart, 2006) and dialectical behaviour therapy (DBT) 
(Lewis, 2006), only two forms of mentalization-based treatments for adults 
with BPD exist to date: Levy et a/.’s (2006) Transference Focused 
Psychotherapy (TFP) and Bateman and Fonagy’s (2004) Mentalization- 
Based Therapy (MBT). MBT for ED is still in the early stages of 
development (Skârderud, 2007c). Levy compared TFP, DBT and 
supportive psychotherapy (SPT) for BPD and measured their impact on 
attachment states of mind using the AAI and RF Rating Scale. TFP is 
specifically designed to address mentalizing deficits in clients. Levy found 
that TFP had a significantly greater impact on attachment status and RF 
than DBT or SPT. While Bateman and Fonagy (1999; 2008) did not 
measure mentalization directly, other outcome measures showed 
significant improvement for BPD individuals after a mentalization-based 
hospitalisation programme.
Two other psychoanalytically-informed treatment programs have 
highlighted changes in RF post-treatment. A Belgian study (Vermote, 
2005) of an inpatient programme found no significant change in RF after 
12 months of treatment. However, this obscures the fact that some 
patients regressed at point of discharge, a time known to present 
significant stress for BPD individuals. The researchers suggest the
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fluctuating group of patients may need a greater degree of therapeutic 
structure. Their programme did not follow the structured lines of Fonagy 
and Bateman’s (Bateman & Fonagy, 2004) MBT programme. Another 
study from Germany (Müller et al., 2006) with eating disordered and 
depressed individuals found that RF predicted improvement in overall 
condition as measured by the SCL-90 after a 3-month inpatient treatment.
While it is possible that participation in an MBT programme could be 
associated with higher RF, due to the limited number of studies comparing 
effects of different kinds of therapy on RF this study makes no prediction 
regarding therapy modality. However, it was predicted that pre-treatment 
clinical participants who would have lower levels of RF than post­
treatment participants.
Study 2: Model testing
The second part of the research aims to explore relationships between 
mentalization, impulsivity, ED and BPD.
Co-morbiditv and impulsivity
Comorbidity between BPD and ED is common (Rosenvinge et al., 2000) 
and is known to prolong treatment and predict poor treatment response 
(Rossiter et al., 1993). It is therefore important to understand common 
mechanisms if effective treatments are to be offered. Ascertaining 
comorbidity is complicated because DSM-IV-TR diagnostic criteria for 
BPD include several key symptoms from other disorders (e.g. substance 
misuse, disordered eating).
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Comorbidity rates differ according to assessment method used and 
clinical setting. Using DSM diagnostic interviews in an ED outpatient 
sample, Godt (2008) found a 30% comorbidity rate amongst Danish ED 
outpatients. However, when self-report measures are included, rates leap. 
For example, Rosenvinge et a/.’s (2000) meta-analysis found 42% of 
patients with ED to have BPD.
Three possible hypotheses arise from the above observations. A pre­
existing mood disorder could predispose the individual to develop 
secondary personality complications. Alternatively, the personality 
disorder may be primary and lead to secondary Axis I disorders. Thirdly, 
BPD may share some common aetiological factor with Axis I disorders 
that increases their co-occurrence.
Lacey and Evans (1986) propose that multi-impulsivity is the underlying 
factor explaining the high rates of co-morbidity between ED and BPD. 
Impulsivity appears to be characterised by the individual experiencing 
irresistible urges to commit a particular act, mounting tension when the 
individual attempts to resist the behaviour, and relief after doing it. 
Behaviours may include self-harm, binge-eating, or substance misuse. 
Lacey and Evans suggest that within BPD and ED populations exist a 
group of individuals characterised not just by the specific presenting 
symptom but by multiple impulsive behaviours. Effectively, they form a 
unitary 'multi-impulsive personality' group. A multi-impulsive bulimic would 
display at least two other impulsive behaviours (Evans et al., 1998).
Indeed, closer inspection of comorbidity studies reveals particular links 
between impulsive disorders such as BN and BPD. A meta-analytic study 
by O’Brian and Vincent (2003) demonstrates that DSM Cluster C 
personality disorders (e.g. obsessive compulsive PD) are more often
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associated with restricting anorexia, and Cluster B (e.g. BPD) with binge- 
purge behaviours like bulimia. The relationship between bulimia and BPD 
has been replicated in non-western countries. In Nagata et al.’s (2000) 
Japanese sample the chronological and temporal priority of multi- 
impulsivity was confirmed by the fact that 80% of multi-impulsive clients 
had self-mutilation or suicide attempt histories prior to the onset of eating 
disorder. They suggest that multi-impulsivity cannot be explained solely by 
the presence of a BPD diagnosis, childhood parental loss or traumatic 
events, but instead is likely to have a multi-factorial aetiology.
Another candidate for a common aetiological mechanism behind BPD and 
ED is mentalization as it may act as a mediator in the expression of multi- 
impulsive behaviour. For example, Levinson and Fonagy (2004) found 
that offending behaviours, one possible indicator of impulsivity, were 
significantly related to low RF. The direction of causality and mediation 
effects is not clear, however. In a Belgian study of psychoanalytic 
treatment for personality disorder, impulsivity was found to mediate the 
effect of therapy on mentalization (Vermote, 2005). Nonetheless, given 
the theoretically postulated role that mentalization plays in second-order 
representations of affect states, this study predicted that RF would 
mediate an individual’s ability to modulate impulsive responses.
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HYPOTHESES
Studv 1 : RFQ validation
1) The RFQ will display adequate internal reliability.
2) The RFQ will display good construct validity: it will be positively related 
to Theory of Mind, empathy and mindfulness, and inversely related to 
depression, impulsivity, social desirability, ED, and BPD.
3) The RFQ will distinguish clinical from non-clinical populations, and pre­
treatment from post-treatment clinical participants.
Studv 2: Model testing
4) Co-morbidity will be inversely related to mentalization.
5) Bulimic attitudes will predict mentalization.
6) Mentalization will mediate the effect of impulsivity on ED and BPD.
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CHARTER 2: METHOD 
DESIGN
Validated measures were used in a cross-sectional questionnaire-based 
design to assess the psychometric properties of the RFQ in non-clinical 
and clinical populations. Regression models were applied to the data to 
assess the relationship between RF, impulsivity, ED and BPD.
SETTING & PARTICIPANTS 
Sample size
A total of 403 adults aged 18-65 years were recruited from clinical and 
non-clinical populations. Of these 191 were recruited specifically for this 
study. Fonagy and Ghinai’s initial pilot study contributed 212 non-clinical 
controls. Participants recruited specifically for the present study included 
55 outpatients from two ED units and 53 from three PD clinical units; 83 
were non-clinical controls recruited from two colleges (Appendix 2). 
According to the investigation concerned, two screeners were employed 
and sample size adjusted (see Figure 7 for description of the various 
cohorts). Some of the measures administered in the original pilot study 
differed from the current study, and therefore sample size varied 
according to analysis conducted (Appendices 2 and 3). Fifty participants 
repeated the RFQ approximately three weeks after initial administration to 
establish test-retest reliability. Thirty of these were non-clinicals controls 
from the pilot study and 20 were ED and BPD outpatients.
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FFF study N=191 Pilot Study N=212
<> ^
Subsample 1
N=191 FFF study
Clinical N= 108 (BPD=53 ED=55) Non-clinical N=83
Subsample 2
N=150 Pre-treatment screener
Clinical N=67 (BPD=22 ED=45) Non-clinical N=83
Subsample 3
N=90 Psychopathology screener
Clinical N=41(BPD=16ED=25) Non-clinical N=49
Figure 7. Cohort diagram
With a sample size of 403 the study was well powered to conduct a factor 
analysis (Tabachnick & Fidell, 2001). G'Power a priori analysis (Paul et 
al., 2007) indicated correlational analyses on the subsample recruited 
specifically for this study (I'M  91) were adequately powered to test two-
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tailed hypotheses with medium effect sizes (N>82). Independent t-tests 
required a minimum of 64 participants in each group.
Sample characteristics
Clinical
Participants in the PD sample were recruited from one NHS clinician-led 
specialist outpatient service (sample 4) and two service-user-led services 
(sample 5 and 6). Outpatients in sample 4 and 5 were required to have a 
DSM-IV diagnosis of PD to be accepted by the service. Sample 6 was a 
community-based support service for people with PD which operated a 
self-referral system and therefore diagnostic information was not available 
for participants in this sample. However, previous research (Miller & 
Crawford, in press) indicated approximately 91% of individuals had a 
probable diagnosis of PD. Participants in ED samples 7 and 8 were 
outpatients from two specialist NHS clinician-led services all with DSM-IV 
ED diagnoses (Appendix 2). Sample 7 also specialised in treating ED 
outpatients with comorbid BPD.
Non-clinical
The non-clinical sample was recruited from non-academic and teaching 
staff and students at two colleges. The pilot study participants were 
recruited from staff and outpatients at two general hospitals.
Response rate for the non-clinical sample was 24%, and for clinical 
samples it ranged from 59% to 86%. Socio-economic status (SES) was 
coded using a three-class system (National Statistics, 2000).
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PROCEDURE
Ethical approval for the study was gained from the relevant research 
ethics committees (Appendix 4).
Clinical samples
Time T. Clinicians approached BPD and ED outpatients at assessment 
interview or during treatment. Participants were given a pack of materials 
including a letter explaining the purposes of the research (Appendix 5), 
the Feelings, Faces and Food Questionnaire pack (FFF, Appendix 6), and 
a consent form (Appendix 7). A Freepost envelope was provided for those 
participants who wished to post their completed questionnaire to the 
researcher directly.
Participants gave their written informed consent and completed the self- 
report FFF questionnaire pack. Additional clinician-report data was 
collected on selected participants. Clinicians assessing new outpatients in 
samples 4 and 7 incorporated the ZAN-BPD into their regular clinical 
interview (Appendix 8). This 15-minute semi-structured interview 
generated a dimensional measure of BPD symptomology matched to 
DSM diagnosis. Later, clinicians completed the Clinician Record Sheet 
(CRS) (Appendix 9). Clinicians in samples 4-9 completed Part 1 of the 
CRS. This contained four questions asking whether the participant was 
currently misusing substances, self-harming, whether they had been 
referred for a gastric bypass/banding operation and in what stage of 
treatment they were. Clinicians in samples 4 and 7-9 completed Part 2 of 
the CRS. This contained DSM-IV diagnostic checklists for AN, BN, 
EDNOS and BPD. Clinicians completed this based upon information 
gained in the assessment interview or from ongoing therapeutic contact.
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Clinicians in service-user-led services (samples 5 and 6) did not complete 
the ZAN or Part 2 of the CRS.
Time 2: Twenty ED and BPD participants in samples 4 and 7 repeated the 
RFQ three weeks later. They were either approached directly during a 
regular clinic visit, or the RFQ was sent to their home. This data was 
added to the 30 non-clinical test-retests from the pilot study.
Non-clinical samples
Participants in the pilot study were recruited in the dining areas of two 
general hospitals (sample 1). Materials included in Ghinai and Fonagy’s 
pilot study differed from the present research (Appendix 10). Participants 
for the present study were recruited by distributing FFF questionnaire 
packs amongst non-academic and teaching staff in the two college 
locations. Students were approached by their tutors. Participants placed 
completed questionnaires and consent forms in secure central collection 
points. The researcher emptied the collection boxes on a regular basis.
OUTCOME MEASURES
Measures in the pilot study (Appendix 10) differed from the present study. 
The following list includes both. Higher scores indicated higher levels of 
the construct concerned.
Convergent construct validity
Theory of Mind
The 36-item Reading the Mind in the Eyes Test (Eyes test) (Baron-Cohen 
et al., 2001) was originally designed to assess Theory of Mind in people
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with high-functioning autism or Asperger’s, but more recently it has been 
used successfully to differentiate mentalizing skills in people with BPD 
(Fonagy et al., submitted) from normal individuals. The test depicts 36 
photos of the eye region of the face and respondents must choose one of 
four words describing what the person is thinking or feeling.
Empathy
The cognitive subscale of the Basic Empathy Scale (BES) (Jolliffe & 
Farrington, 2006) is a 9-item self-report measure of cognitive empathy 
with good psychometric properties (Cronbach’s <x=.79). The 7-item self- 
report Perspective-Taking Subscale (PTS) of the Interpersonal Reactivity 
Index (Davis, 1983) was also used and assesses an individual’s ability to 
adopt others’ psychological points of view. It correlates with other 
measures of empathy and has acceptable internal reliability (of.67).
Mindfulness
The 15-item self-report Mindful Awareness Attention Scale (MAAS) 
(Brown & Ryan, 2003) measures the ability to attend to and be fully aware 
of present-moment experience without acting on automatic pilot or being 
preoccupied. The scale positively correlates with measures of emotional 
intelligence and mental well-being and has good internal reliability (of.82).
Divergent construct validity
Borderline personality disorder
The Borderline Personality Inventory (BPI) (Leichsenring, 1999) is a 51- 
item true/false self-report inventory based on Kernberg’s (1984) model of
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borderline personality organization but is also compatible with DSM 
criteria. It demonstrates strong internal consistency (a=.91) and has good 
sensitivity and specificity for identifying BPD caseness. The authors 
suggest a cut-off score of 10 on the 20 most discriminatory items as most 
likely to identify a DSM diagnosis of BPD. An overall continuous measure 
of BPD was also generated with higher scores indicating more borderline 
features.
The Zanarini Rating Scale for Borderline Personality Disorder (ZAN) 
(Zanarini et al., 2003) is a clinician-rated interview for reliably diagnosing 
BPD ( o f .85). It was used with a subsample of participants as a second 
continuous measure of BPD symptomology. The present author also 
classified participants as likely to have a DSM diagnosis of BPD if they 
scored above a cut-off score of 10. This translated as scoring at least 
‘moderately’ on 5 of the 9 questions, each one representing DSM criteria 
for BPD.
Disordered eating
The 26-item self-report Eating Attitudes Test (EAT) (Garner et al., 1982) 
generates an overall score of disordered eating attitudes, as well as three 
subscales: dieting, bulimia and oral control. Reliability for the EAT is high 
(«=.90). In addition, the authors recommend using a cut-off score of >20 
to identify participants with a likely diagnosis of ED.
Impulsivitv
The 22-item self-report Multi-lmpulsivity Scale (MIS) (Evans et al., 1998) 
measures 11 impulses and behaviours including food and non-food items.
Page 1219
VOL I: RESEARCH DOSSIER
As well as generating a continuous measure of impulsivity, participants 
were classified as non-impulsive, uni-impulsive, bi-impulsive or multi- 
impulsive. Assignment of the multi-impulsive category required three or 
more impulsive behaviours, with the present study not requiring a food 
item unlike the published criteria. This ensured that non-ED multi- 
impulsive individuals were included, e.g. those diagnosed with BPD.
Depression
Depression was measured using the 21 -item self-report Beck Depression 
Inventory-ll (BDI) (Beck et al., 1996). The BDI was chosen because of its 
relative brevity, universal usage, and excellent psychometric properties
(«=.91) (Beck et ai, 1996).
Social desirability
Presentation bias was controlled for with the 10-item form of the Marlowe- 
Crowne Social Desirability Scale (SDS) (Crowne & Marlowe, 1960).
Discriminant validity
For each participant in their care, clinicians also completed the Clinician 
Record Sheet (CRS), a BPD, BN, AN and EDNOS symptom checklist 
taken from the DSM-IV-TR, thus providing diagnostic information. In 
addition, likely diagnosis was derived using cut-off values on the self- 
report measures (BPI >10, EAT>20) and on the clinician-report measure, 
the Zanarini (>10).
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STATISTICAL ANALYSES
Data was first screened for out-of-range and missing values. Where <5% 
of participants’ scores was missing, values were replaced with the 
individual item mean for that sample. Subscales with >5% missing values 
were excluded from analyses (see Appendix 3 for final variable totals). 
Assumptions of normality and linearity were then checked for all major 
variables. All tests reported are two-tailed.
Study 1
The factor structure and reliability of the RFQ was determined by 
conducting an exploratory factor analysis (principal components analysis) 
and obtaining Cronbach’s alphas. As the factors were correlated, an 
oblique rotation (direct oblimin) was used (Tabachnick & Fidell, 2001). The 
RFC’s validity was assessed by conducting correlational analyses 
comparing it to related constructs and demographic variables. 
Correlational analyses on RFQ time 1 and time 2 data established test- 
retest reliability. A Receiver Operating Curve (ROC) analysis established 
the RFQ’s ability to identify clinical caseness and assisted in selecting a 
cut-off score.
Study 2
Levels of mentalization were described within the clinical sample, 
comparing comorbid and single-diagnosis groups. Self-report diagnoses 
were derived by classifying participants according to cut-off scores on the 
BPI (>10) and EAT (>20). Clinician-reported diagnosis was based on a 
cut-off on the Zanarini (>10) and selecting DSM-IV-TR on the CRS. The 
relative predictive power of bulimic and anorexic attitudes on mentalization 
was investigated using multiple regression.
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Mentalization as mediator.
The ability of mentalization to mediate the effect of impulsivity in the 
development of BPD or ED was investigated using mediation analyses. 
Mediation is said to occur when a given variable increases or decreases 
the effect of predictor, or independent variable on a criterion, or 
dependent variable. Typically this is established by reference to Baron 
and Kenny’s (1986) causal steps approach.
Preacher and Hayes (2004) illustrate mediation graphically (Figure 8). 
Variables relevant to this study have been added. Relationships between 
variables are described as paths or regression weights. Panel A shows 
that the total, or simple effect of an independent variable (IV), on a 
dependent variable (DV), is described as path c. Panel B shows the effect 
on the DV when a mediator (M) is involved. Path a represents the effects 
of the IV on the mediator. Path b is the effect of the mediator on the DV, 
partialing out the effects of the IV. The indirect effect of the IV on the DV 
is therefore defined as the product of path a and b, or ab. In other words, 
the amount of mediation is defined as the reduction of the effect of the IV 
on the DV or c - c'. According to Baron and Kenny’s criteria, variable M is 
considered a perfect mediator if paths a, b and c are significant but path c' 
is not significant, i.e. the IV does not predict the DV when controlling for 
the mediator. If path c' is significant, partial mediation is said to have 
occurred if the unstandardised regression weight is less for path c' than 
path c.
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Panel A
X
Independent variable:
Impulsivity
Dependent variable:
Borderline personality  
disorder or eating  
disorder
Panel B
Mediator:
M entalization
Dependent variable:
Borderline personality 
disorder or eating  
disorder
Independent variable:
Impulsivity
Figure 8. Mentalization as mediator
Two further tests were employed to test mentalization’s mediating effect. 
The Sobel test was chosen because it provides a single-step test of 
significance, thus gaining statistical power over the series of linear 
regressions needed for Baron and Kenny’s approach. A bootstrap test 
was also used because it does not assume that indirect or mediation 
effects are normally distributed and it can be used with small or moderate 
sample sizes, e.g. 20-80 cases. Mediation tests were calculated using an 
SPSS macro developed by Preacher and Hayes (2004). Analyses were 
repeated with ED and then BPD acting as the DV. 1000 bootstrap 
samples were used, and a 95% confidence interval for the indirect effect
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was estimated. The effect was considered significant if the Cl did not 
contain zero (Shrout & Bolger, 2002). Fairchild et a/.’s (2009) R med effect 
size measure indicated the proportion of variance in the criterion variable 
accounted for by the mediator.
Page | 224
MRP: Mentalization in BPD and ED
CHAPTER 3: RESULTS
DATA SCREENING
Inspection of skewness and kurtosis z-scores revealed five non-normal 
variables: EAT (Eating Attitudes Test total score), EATDIET (Diet 
subscale), EATCONT (Control subscale), EATBULI (Bulimia subscale), 
MISDO (Multi-lmpulsivity ‘Do’ subscale). Four extreme scores were 
identified and removed from EATCONT and two from MISDO. Square root 
transformations achieved normality on the four EAT scales. A reciprocal 
transformation on the MISDO subscale achieved near-normality. While 
EATDIET skewness met the criteria of 3.29 for medium sample sizes 
(skewness z-score=1.25) (Fife-Schaw, 2007, 12 September) kurtosis 
remained slightly high (skewness=-1.21, SD=.36, z-score=3.35).
Nonetheless, it was deemed sufficiently close to normality to justify further 
parametric analysis strategies (Appendix 11,12).
Sample size varied according to analysis conducted and measures 
administered to particular subsamples (see Appendix 2). Between-groups 
tests utilized two screeners (see cohort diagram Figure 7).
DEMOGRAPHICS
The demographic information on the whole sample was divided into 
clinical and non-clinical groups (Appendix 13). The overall sample was 
predominantly female, a trend more pronounced in the clinical than the 
non-clinical sample (81%, 61%). This difference was significant (x2(1) 
=14.62, p=.000), although the strength of association was small (<Z>=.19). 
Non-clinical participants generally had higher SES than clinical
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participants, with more non-clinical than clinical participants employed in 
management and professional occupations (x2(2)=14.98, p=.001), a 
medium effect (Cramer’s V=.20). The non-clinical group (M-32.68, 
SD=13.14) were younger than the clinical group (M=36.08, SD=11.52), a 
significant difference (equal variances unassumed f(204.09)=2.49, p=.01). 
Differences between number of people in a stable relationship or married 
versus those who were not did not differ significantly between clinical and 
non-clinical (x2(1)=.02, p=.88) groups. Most participants were of White 
ethnic origin (92%). Years in education was similar between clinical 
(M=15.49, SD=3.93) and non-clinical (A/M 5.47, SD=2.92) groups.
STUDY 1: VALIDATION
Factor structure and reliability
Item-analvsis
An initial data screening on the 46 RFQ items was conducted on the 
whole sample (N=403) to identify any problematic questions prior to the 
factor analysis. Descriptive statistics revealed no questions had failed to 
elicit a full range of responses. Deviations from normality were deemed to 
have occurred if skewness or kurtosis were above the recommended 
absolute score of +1-2 (Field, 2005). Two questions were therefore 
rejected. Inspection of the correlation matrix revealed there were no highly 
correlated items (r>.8) and therefore it could be concluded that 
multicollinearity was not problematic (Determinant=.000311). Fifteen 
questions were rejected because of low (r<0.3) and insignificant (<50% 
p<.05) correlations. Nine further questions were rejected because they 
met only one of these two criteria. Five questions marginally met the
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criteria but were retained along with the 15 which met all three criteria, 
making a provisional reduced set of 20 questions.
Factor analysis
An exploratory factor analysis (principal axis factoring with oblimin 
rotation) was conducted on the reduced dataset of 20 questions. Kaiser 
(1974 cited Field, 2005) suggests that a KMO (Kaiser-Meyer-Olkin) 
statistic greater than 0.5 indicates factor analysis to be appropriate for a 
particular dataset. The KMO was .82 and therefore the current sample 
size (A/=403) was more than adequate for extraction of factors. 
Furthermore, Bartlett's Test was significant, thereby confirming that 
sphericity was not problematic either (x2(190)=2345.23, p=.000). 
Multicollinearity remained non-problematic (Determinant=.002). For the 
factor extraction, criterion of eigenvalues >1 and factor loadings of >.4 
was used. Five factors were extracted (Appendix 14a). However, due to 
the large sample size, inspection of the scree plot was preferred (Cattell, 
1966 cited Field, 2005) (Figure 9), with the point of inflexion suggesting 
extraction of 2 factors. Furthermore, the factor matrix (Appendix 14b) 
showed only one item loading onto each of factors 4 and 5 and two onto 
factor 3. Factors 1 and 3 correlated (r=.45) and indeed the factor matrix 
showed two questions (q22, q29) loaded onto both factors. The suitability 
of an oblimin rotation was therefore confirmed. A two-factor solution 
appeared to best meet simple structure, and therefore the factor analysis 
was re-run extracting two factors.
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Figure 9. Scree plot of the RFQ
The pattern matrix in Table 1 clearly shows a dominant first factor. All 
factor loadings were significant, i.e. absolute values of ^.4 or 16% of the 
variance (Stevens, 1992 cited in Field, 2005). Therefore the substantive 
importance of Factor 1 was confirmed in that it explained 24.24% of the 
variance before rotation and 21.21% after. The substantive importance of 
Factor 2 was somewhat marginal in that it explained 13.19% of the 
variance before and 10.33% after rotation. Five further questions did not 
load significantly (i.e. factor loadings >4) onto either factor and were 
therefore dropped. Factors for the final RFQ15 scale were not found to 
correlate highly (r=-.018) and therefore simple structure could be inferred.
Page | 228
MRP: Mentalization in BPD and ED
The robustness of the factor structure was confirmed by replicating the 
analysis on two randomly selected subsamples.
Table 1 : RFQ pattern matrix
Factor 
Internal Internal-
self others
36. Som etim es I do things w ithout really knowing why. .771
38. Som etim es I find m yself saying things and I have no idea w hy I said them . .704
27. Strong feelings often cloud m y thinking. .680
23. Those close to m e often seem  to find it difficult to understand w hy I do 
things.
10.1 often ge t confused about w hat 1 am  feeling.
.656
.633
1 7 . 1 don’t always know w hy I do w hat I do. .585
22. W h e n  I get angry I say things w ithout really knowing w hy I am  saying them . .579
29. W h e n  I get angry I say things that I later regret. .529
35. If I feel insecure I can behave in w ays that put others’ backs up. .496
2 . 1 worry a great deal about w hat people are thinking and feeling. .432
8 . 1 always know w hat I feel. -.4 1 2
1 6 . 1 am  a good mind reader. .796
2 5 . 1 usually know exactly w hat other people are thinking. .769
30. My intuition about a person is hardly ever wrong. .5 0 8
3 7 . 1 can tell how som eone is feeling by looking at their eyes. .506
Eigenvalue
P ercentage of total variance explained
4 .8 5
21.21
2 .6 4
10 .33
Note: only loadings of £ .40 are shown.
It is notable that all questions retained, bar two (q38, q23), were derived 
from the a priori RFQ-A subscale, and therefore require an answer at the 
midpoint to elicit a high mentalizing score. High mentalizers provide a 
realistic appraisal of the inherent difficulties of knowing what is in one's
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own or other’s minds. Questions contained under Factors 1 and 2 suggest 
two conceptually coherent factors. While both factors focus on the 
subject’s internal thoughts and feelings, they differ according to who is the 
object of their reflections, the self or other. Secondly, they differ according 
to the degree of confidence or confusion with which this appraisal is held. 
The Internal-Self factor includes several statements regarding the 
subject’s sense of confusion over the content and motivation for their own 
feelings, thoughts and behaviours. For example, someone who endorses 
q10 (/ often get confused about what I am feeling) illustrates a struggle to 
make sense of their inner world.
The Internal-Other factor represents the subject’s confidence about 
knowing what is in others’ minds, as q30 (My intuition about a person is 
hardly ever wrong) clearly illustrates. Secondly, the object of these 
reflections is the other, not the self. At first sight q23 (Those close to me 
often seem to find it difficult to understand why I do things) and q35 (If I 
feel insecure I can behave in ways that put others’ backs up) appear to be 
referring to others and therefore arguably should have loaded onto Factor 
2. However, on closer inspection it is evident that the object of the 
statement is clearly the subject’s own mind state, one that is unsure and 
insecure about its contents. Question 37 (/ can tell how someone is feeling 
by looking at their eyes) is the only question focusing on external, 
physical cues for inferring mental states and therefore initially appears to 
have a poor fit with the other questions which all have an internal focus. 
However, it is likely that q37 loaded on Factor 2 because the object of the 
sentence was the other and it expresses certainty about that object’s 
mind.
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Reliability
A reliability analysis was run on the 15-item scale and confirmed to be 
good (a=.77) according to Kline’s (1993 cited Field, 2005) criteria for 
psychological constructs. Only one item (q38) had a marginal corrected 
item-total correlation (r=.2Q) and an alpha if deleted of .78, a small 
increment on the overall alpha. This item was therefore not deleted as it 
did not present a serious threat to reliability. Reliability of the two scales 
Internal-Self was found to be acceptable (a=.75) but the reliability of 
Internal-Other was somewhat marginal (a=.63).
In a mixed sample of 50 clinical and non-clinical participants test-retest 
reliability for the RFQ15 was very good (r=.78, p=.000). Mean values on 
the RFQ total score were similar between time 1 (M=36.04, SD=6.00) and 
time 2 (M=37.28, SD=5.85) after approximately a three week gap 
(M=22.34 days, SD=3.96).
In summary, the RFQ15 was found to have good internal reliability, with 
strong-test-retest reliability and a meaningful and reliable factor structure. 
Hypothesis 1 was therefore supported.
Confounding variables
As SES, age and gender had been found to differ between clinical and 
non-clinical groups, their potentially confounding effect was investigated 
with the RFQ15. In order to avoid the inflated Type I error rate inherent in 
multiple comparisons (Tabachnick & Fidell, 2001), a Bonferroni corrected 
p-value (p<.05) was applied (p<0045) and analyses run on all samples 
(see cohort diagram Figure 7). Gender and age were not found to 
correlate with the RFQ15 in any of the four samples. In the whole sample
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(A/=403), professional occupations had significantly (p=.001) higher scores 
on the RFQ15 (M=38.85, SD=5.31, 95%CI 38.07-39.64) than manual 
occupations (M=35.81, SD=6.89; 95%CI=34.22-37.41), but similar scores 
to intermediate occupations (M=37.29, SD=6.07; 95%CI 36.11-38.46). 
Professional and intermediate occupations were therefore collapsed into 
one category (High SES) and manual occupations were placed into the 
other (Low SES). There was a small, significant correlation between SES 
and the RFQ15 in the whole sample (r=.17, p=.002), but not in 
subsamples 1-3. As this relationship was significant in only one sample 
out of four, and as this sample was not used for the majority of analyses, 
SES was not considered a serious confound and therefore further 
analyses did not control for it.
Construct validity
Pearson correlation coefficients were conducted on the entire sample 
(A/=403) assessing the construct validity of the RFQ46 and the shorter 
version, the RFQ15 (see Appendices 15a, 15b and 16 for descriptive 
statistics, error bar chart and correlations for the main variables). 
Bonferroni corrections were applied for multiple comparisons.
Most results showed expected significant positive relationships between 
mentalization and empathy measures. This relationship was stronger for 
the RFQ46 than the 15-item version. The PTS showed a medium 
significant correlation with the RFQ46 (r=.32), and a small non-significant 
correlation with the RFQ15 (r=.16). A moderate, significant positive 
correlation between the RFQ46 and the BES (r=.29) became a non­
significant negative correlation when it was compared with the shorter 
RFQ15 (r=-.02). Theory of Mind (ToM) also appeared to have a stronger 
significant relationship to mentalization when measured by the RFQ46
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(EYES a=.23) than the RFQ15 (r=.16, ns). Recognising that this correlation 
was somewhat smaller than expected, the analysis was re-run, but this 
time restricting it to just the BPD participants (n=51) within subsample 1 
(see cohort diagram Figure 7). The correlation between the RFQ15 and 
the Eyes test was non-significant (r=.04). As previous research had used 
the Eyes test as a criterion measure of mentalization against BPD, the 
relationship between BPD and the Eyes test was also checked. There was 
a small non-significant inverse relationship between ToM and BPD, both 
on the BPI (r=-.16) and the ZAN (n=-.15).
As predicted, there were significant inverse relationships between 
mentalization and disordered eating attitudes, an effect noticeably 
stronger with the RFQ15 (r=-.41) than the RFQ46 (EAT r=-.22). This 
pattern of negative correlations becoming stronger with the shorter version 
of the measure was also evident with borderline symptoms, (self-report 
BPI r=-.35, -.56; clinician-report ZAN r= -.48, -.53), depression (a=-.33, - 
.56) and impulsivity (f=.32, .44)
Both versions of the RFQ displayed non-significant weak relationships to 
mindfulness, although the RFQ15 (r=.19) appeared somewhat more 
related than the RFQ46 (MAAS f=.02). Neither the RFQ46 nor the RFQ15 
correlated significantly with social desirability (SDS r=.15, .003).
Hypothesis 2 was therefore broadly supported. In general, both versions 
of the RFQ displayed good construct validity in that they were positively 
related to ToM, mindfulness and empathy and inversely related to 
depression, multi-impulsivity, disordered eating, and borderline symptoms. 
It appears that the RFQ 15 has low susceptibility to social desirability 
effects. Measures of psychopathology (ZAN, BPI, BDI, MIS, EAT) showed 
stronger relationships with the RFQ15 than the RFQ46. The long version
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of the RFQ appeared to have stronger relationships to ToM and empathy 
than the RFQ15. As the remaining hypotheses largely investigate 
relationships between mentalization and various types of 
psychopathology, the RFQ15 was retained as the principal measure of 
mentalization.
Discriminant validity
An independent f-test was conducted on the FFF study sample (see 
subsample 1, Figure 7), comparing clinical and non-clinical participants’ 
scores on the RFQ15. Scores for non-clinical (M=39.58, SD=4.93) were 
higher than clinical participants (M=33.05, SD=6.85), a significant 
difference (equal variances unassumed: f(183.17)=-7.56, p=.000), of large 
effect (Cohen’s cM .12).
Further inferential between-group tests within the clinical sample were 
prevented by small cell counts (see Figure 7, subsamples 1 and 2) and 
therefore descriptive statistics are reported instead. Pre-treatment clinical 
participants had lower scores on the RFQ15 (n=65, M=32.02, SD=7.22) 
than those who had received treatment (n=40, M=34.73, SD=5.90). Pre­
treatment participants in the BPD group (n=21, M=27.33, SD=6.63) scored 
lower on the RFQ15 than pre-treatment participants in the ED sample 
(n=44, M=34.25, SD=6.43). On subsample 1 using DSM diagnosis to 
classify, BPD participants had the lowest score on the RFQ15 (n=26, 
M=27.65, SD=6.59) followed by AN (n=9, M=32.44, SD=6.37) and then 
BN (n=12, M=37.75, SD=4.37) (see Appendix 17 for error bar chart).
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ROC analysis
In order to investigate the ability of the RFQ15 to discriminate between 
clinical and non-clinical groups, a ROC analysis was conducted. Data 
was first screened to make each sample as representative of its 
population as possible. All non-clinical cases scoring above and clinical 
cases below the cut-off for the BDI, EAT and BPI were dropped. 
Secondly, all clinical cases currently in treatment or who had completed 
treatment were deselected (see subsample 3, Figure 7).
ROC curves are plots of true positive (sensitivity rates) against false 
positive (1-specificity rates). Inspection of Figure 10 shows the curve 
produced is away from the diagonal, indicating fair discrimination between 
cases and non-cases, i.e. clinical from non-clinical participants. The area 
under the curve (AUC) was .88 (SE=.04, p=.000), a value considered 
‘excellent’ (Hosmer & Lemeshow, 2000), therefore indicating that the RFQ 
predicts clinical caseness better than guessing. The analysis was re-run 
with the RFQ46, and the reduced AUC confirmed the superiority of the 
short form of the RFQ (AUC=.74, SE =.06, p=.000).
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Figure 10. ROC curve of the RFQ15
Inspection of the ROC curve coordinates assisted selection of a cut-off 
value to distinguish clinical from non-clinical caseness (see Table 2). The 
cut-off score of 35 on the RFQ15 was selected as it appears to offer the 
best compromise between sensitivity and specificity. Thus, approximately 
73% of all clinical cases would be correctly identified as such, and 10% of 
all non-clinical cases would be incorrectly identified as positive. Increasing 
the score to 38 did not result in higher sensitivity (73%), but approximately 
halved the specificity (19%). Lowering the cut-off to 33 resulted in better 
specificity (4%) rates, but reduced sensitivity (63%). In other words a cut­
off of 33 would misclassify only 4% of non-clinical cases, but would fail to 
identify 37% of clinical cases.
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Table 2: Co-ordinates of the ROC curve (RFQ15)
Cut-off score Sensitivity 1-Specific ity
33 0 .63 0 .04
34 0 .6 5 0 .1 0
35 0 .7 3 0 .1 0
37 0 .7 3 0 .1 5
38 0 .7 5 0 .1 9
Note: Extrem e values om itted for clarity.
Hypothesis 3 was therefore broadly supported. The RFQ15 effectively 
distinguished clinical from non-clinical populations. Results concerning 
differences in mentalization between ED and BPD participants, and those 
who had received treatment, as opposed to those that had not, were 
highly suggestive.
STUDY 2: MODEL TESTING 
Co-morbidity and mentalization
The relationship between mentalization and comorbidity was investigated 
in the FFF study clinical sample (see Figure 7, subsample 1). DSM-IV 
diagnosis by clinical group is shown in Table 3. Diagnosis was determined 
by clinician-report on the CRS and the ZAN-BRD. As expected, a 
diagnosis of BPD was more prevalent in the BPD clinical sample (86%) 
than the ED sample (24%). However, a higher proportion of participants 
were classified as having BPD if the Zanarini was used. For example, in 
the ED sample the rate almost doubled (24% versus 38%). Small cell 
counts for AN and BN in the BPD sample make meaningful interpretation 
problematic, but in the ED sample BN (48%) appeared more common 
than AN (27%).
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Table 3: D SM -IV -TR  Diagnoses
D SM -IV  diagnosis from  CRS
BPD (n=22) ED (n=33) Total (N=55)
N % N % N %
BED 0 0 5 15 5 9
AN 2 9 9 27 11 20
BN 1 5 16 48 17 31
Bariatric surgery 1 5 8 24 9 16
BPD 19 86 8 24 27 69
BPD diagnosis from  ZAN
BPD (n=23) ED (n=40) Total (/V=63)
N % N % N %
BPD-ZAN 22 96 15 38 37 59
Note: Missing vales not included. Individual participants may have more than one 
diagnosis, therefore percentages do not equal 100%. CRS=Clinician Record Sheet
Table 4 shows that self-report comorbidity rates are similar in BPD (38%) 
and ED groups (36%), but clinician-report comorbidity is markedly 
different (BPD=14% ED=36%). Due to small cell sizes, it was not possible 
to test whether comorbid participants had significantly lower RF than 
those with a single diagnosis. However, as predicted, average scores on 
the RFQ15 were higher in the BPD-only group (M=32.19, SD=6.26) or the 
ED-only group (M=36.08, SD=6.44) than the comorbid group (M=28.31, 
SD=6.45). This held only when self-report, rather than clinician-report data 
was used.
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Table 4: Comorbidity
BPD N (%) ED N (%)
Total
sample
CO­
MORBID
BPD-
ONLY
Clinician-report 
ED- Total 
ONLY sample
CO­
MORBID
BPD-
ONLY
ED-
ONLY
22 3(14) 19(86) 0(0) 33 12 (36) 3 (9 ) 18(55)
42 16 (38) 24 (57)
Self-report
2 (5) 39 14 (36) 3 (8) 22 (56)
Note: Totals do not include missing values, participants without a diagnosis or those sub-clinical 
cases coded under E D N O S , Clinician-report includes D S M  diagnosis given on the C R S  or Z A N -  
BPD.
Hypothesis 4 was therefore partially supported; individuals with self-report 
but not clinician-report comorbidity displayed lower mentalization than 
those with a single diagnosis.
Mentalization and bulimic attitudes
Differences in mentalization between BN and AN was assessed firstly 
using clinician-report data on subsample 1 (see cohort diagram, Figure 7 
for samples). Contrary to predictions, descriptive statistics showed that a 
DSM-diagnosis of BN (M=35.44, SD=7.06) was associated with higher 
mentalization than AN (M=30.91, SD=7.54). Dichotomizing high and low 
scorers on the RFQ 15 at the 50th percentile showed that equal number of 
anorexics and bulimics had low RFQ15 scores (n=9), but more bulimics 
than anorexics had high scores (7 versus 2).
This trend was investigated further with self-report, interval-level data. To 
investigate the relative predictive value of bulimic versus anorexic 
attitudes on mentalization, a multiple regression was conducted with
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EATBULI, and EATDIET, EATCONT forced into the model as predictors 
with the RFQ15 as criterion variable. The only significant predictor was 
EATDIET (standardised /3=-.24, f=-2.00, p=.047) with a large effect size 
(d=.82). The final model explained 16% of the variance (R2=.16, 
F(3,166)=10.32,p=.000).
In summary, bulimic attitudes were not significant predictors of RF, 
whereas attitudes typical of anorexia were. Hypothesis 5 was therefore not 
supported.
Mentalization as a mediator of impulsivity
After describing mean mentalization levels according to levels of 
impulsivity, two series of mediation regression analyses were conducted 
to test mentalization as a mediator of impulsivity on BPD and ED on 
subsample 1 (see cohort diagram, Figure 7). Borderline traits were 
measured with the BPI and disordered eating with the EAT. Three tests of 
mediation were used: Baron and Kenny’s causal steps, the Sobel test and 
bootstrap confidence intervals. For explanation of causal paths see 
Figure 8.
Descriptive statistics indicated that mean mentalization levels were lower 
in multi-impulsive participants (M=29.85, SD=8.07) than non-impulsive 
(M=39.91, SD=5.60). Means for uni-impulsive (#=35.18, SD=5.63) and bi- 
impulsive (#=34.58, SD=6.91) also followed the trend of the greater the 
number of impulsive behaviours the lower the levels of mentalization. 
Dividing high and low scorers on the RFQ15 with a median split and 
comparing them to the above categories revealed a significant difference 
(x2(3)=16.05, p=.001) of medium effect (Cramer’s \Z=.31). The proportion
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of multi-impulsives was greater in the BPD sample (34%) than the ED 
sample (4%).
Next, the power of mentalization to mediate the effect of impulsivity on 
BPD and ED was investigated. Table 5 shows the three mediation tests. 
The effect of impulsivity on BPD was significant, and therefore Baron and 
Kenny’s step 1 was passed (path c). The effect of impulsivity on 
mentalization and the effect of mentalization on BPD were also significant. 
Steps 2 and 3 were therefore passed (path a and b). Baron and Kenny’s 
criteria for perfect mediation were not met however because the effect of 
impulsivity on BPD did not become non-significant when mentalization 
was controlled for. Step 4 (path c') was not passed. However, the criteria 
for partial mediation was met because the significant effect of impulsivity 
on BPD (unstandardised beta=-440.16, path c) was smaller after 
controlling for the effect of the mediator mentalization (unstandardised 
beta=-325.56; path o').
A Sobel analysis revealed, with 95% confidence, that the indirect effect of 
mentalization on BPD was significant. Bootstrap CIs confirmed the 
robustness of this effect even in nonnormal sampling distributions. 
Because zero was not contained within the 95% confidence interval, it is 
possible to conclude that the indirect effect of mentalization is indeed 
significantly different from zero at p<05. The mediating effect of 
mentalization accounted for 19% of the variance in BPD (R^mecr lG).
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Table 5. M entalization m ediating borderline personality organisation
Baron & Kenny’s steps (direct and total effects)
Variables Path B SE t P
1.M IS—>BPI c -440.16 48.58 -9.06 .0000
2.M IS-+R FQ 15 a 201.14 31.19 6.45 .0000
3.R FQ 15—>BPI b -.57 .11 -4.99 .0000
4.M IS—»BPI c -325.56 50.84 -6.40 .0000
Sobel (indirect effect)
Point estim ate SE LL95% CI UL95% CI z p
-114.59 29.27 -171.95 -57.23 -3.92 <.0001
Bootstrap (indirect effect)
M  (Point estim ate) SE LL95% CI UL95% CI
-117.49 33.47 -186.03 -57.63
Note: N = 1 6 4  Unstandardised regression coefficients are reported. L L -L o w er limit. U L=U pper limit. 
C I=C onfidence interval. M ed iator=R FQ 15.
Table 6 shows the effect of impulsivity on disordered eating attitudes was 
significant for all four of Baron and Kenny’s regression steps (paths a, b, 
c, c'). The criteria for partial mediation were met because the significant 
effect of impulsivity on disordered eating attitudes (unstandardised beta=- 
62.76, path c) was smaller after controlling for the effect of the mediator 
mentalization (unstandardised beta=-46.62; path o').
A Sobel analysis revealed, with 95% confidence, that the indirect effect of 
mentalization on ED was significant. A bootstrap test confirmed the 
robustness of this effect even in nonnormal sampling distributions. 
Because zero was not contained within the 95% confidence interval, it is 
possible to conclude that the indirect effect of RF is indeed significantly 
different from zero at p<05. The ft2 med effect size measure showed 
mentalization mediated 10% of the variance in disordered eating attitudes.
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Table 6. M entalization m ediating disordered eating attitudes
Baron & Kenny’s steps (direct and total effects)
Variables Path B SE t P
1.M IS—> EAT
2.M IS—>RF
3.R F->EA T
4.M IS—>EAT
Sobel (indirect effect)
c
a
b
c'
-62.76
198.19
-.08
-46.62
10.29
30.98
.03
11.20
-6.10
6.40
-3.21
-4.16
.0000
.0000
.0016
.0001
Point estim ate SE LL95% CI UL95% CI z P
-16.14 5.68 -27.27 -5.00 -2.84 .0045
Bootstrap (indirect effect)
M  (Point estim ate) SE LL95% CI UL95% CI
-16.09 6.20 -29.09 -4.69
Note: N = 1 6 4  Unstandardised regression coefficients are  reported. LL=Low er limit. U L=U pper limit. 
C h C o n fid e n c e  interval.
Hypothesis 6 was supported as mentalization appeared to mediate the 
effect of impulsivity on BPD and to a lesser extent ED.
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CHAPTER 4: DISCUSSION
Results from the present study provide good support for five of the six 
hypotheses proposed. The 15-item Reflective Function Questionnaire 
appears to be a valid, reliable measure that is able to discriminate 
between clinical and non-clinical groups. Factor analysis indicated that two 
factors could be extracted, Internal-Self and Internal-Other, both 
consonant with predictions based upon mentalization theory. Given the 
present study has been unable to validate the RFQ against the only 
established criterion measure of mentalization, the AAl-based RF Rating 
Scale (Fonagy et al., 1998), conclusions about whether the RFQ actually 
measures mentalization are made tentatively. Nonetheless, evidence from 
the factor analysis and construct validation indicates the RFQ15 is likely to 
measure mentalization. It is therefore possible to conclude that 
Hypotheses 1-3 are supported. There was a trend of mentalization being 
higher in single diagnosis than comorbid groups, and lower in BPD than 
ED (Hypothesis 4). Mentalization appears to significantly mediate the 
effect of impulsivity on borderline or disordered eating attitudes 
(Hypothesis 6). However, Hypothesis 5 was not supported as anorexic, 
rather than bulimic attitudes, significantly predicted mentalization.
THEORETICAL IMPLICATIONS 
Dimensionality of mentalization
While factor analytic results suggest two factors may be operating in the 
RFQ15, the weakness of Factor 2 and the fact that both scales share a 
focus on the internal rather than the external, questions whether the 
RFQ15 total score presents a stronger and conceptually more coherent
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measure than splitting it into two-distinct subscales. Creating new items 
likely to load onto Factor 2 may assist in increasing its reliability, but doing 
this assumes that mentalization is a multi-dimensional concept. 
Previously, RF has been measured uni-dimensionally using the RF Scale 
to rate M l  interviews (Fonagy et al., 1998). However, work by Semerari 
and colleagues (2003) is persuasive in advocating a modular model of 
mentalization, or metacognitive functioning as they alternatively term it. 
They suggest that Fonagy’s RF scale is based upon the unitary model, 
where knowledge of mental states varies along a continuum from the 
simplest to the most sophisticated levels. Instead, they prefer to see 
meta-cognition as containing different sub-functions independent of one 
another, arguing that this facilitates a description of the qualitative 
distinctions between participants based on particular profiles of deficient 
functions. Indeed, without such a distinction it is hard to explain why 
individual disorders differ so much in their symptomatic profiles.
Given that a unitary mentalization model based upon a single continuous 
measure of mentalization struggles to explain diagnostic differences, 
Semerari et a/.’s (2003) modular hypothesis presents a persuasive 
addition to mentalization theory. The structure of their scale, the 
Metacognition Assessment Scale (MAS), further strengthens confidence 
in the present study’s factor analytic results. The MAS contains two 
supraordinate categories referring to understanding of self and other, and 
within those several subordinate categories. Of the MAS subordinate 
categories, two stand out as resembling most closely RFQ15’s Internal- 
Self factor. The MAS category Identification implies an ability to 
distinguish, recognize and define one’s own inner states (emotions, 
cognitions) whereas Integration means the subject is able to construct a 
coherent internal dialogue about them. Individuals with an integration 
deficit display fragmented inner words, much like the confusion displayed
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in the RFQ15’s Internal-Self factor. Identification when applied to 
understanding others' minds clearly maps on to the RFQ15's Internal- 
Other factor. Other mentalization researchers such as Ken Levy's 
laboratory (Meehan et al., 2009) are currently developing measures also 
of a multi-dimensional nature. Their Reflective Functioning Rating Scale 
contains three factors, with the Awareness of Mental States factor most 
closely resembling the RFQ15’s Internal-Self factor. Further support 
comes from Müller et al. (2006) who compared Fonagy’s RF scale with the 
Operationalized Psychodynamic Diagnostics (OPD) scale and observed 
that the highest correlation was between the RF scale and the Self- 
Perception subscale of the OPD. The Self-Perception subscale describes 
an individual’s ability for self-reflection and for differentiation between self 
and object, the former quality closely resembling the RFQ15’s Internal- 
Self fecior.
Clinical observations support the ecological and face validity of the two 
subscales. Skârderud’s (2007a) interviews with anorexic clients are highly 
suggestive of the confusion about mental states marked in the Internal- 
Self factor. Skârderud and Fonagy (in preparation) comments that the 
panic and confusion some anorexic individuals face when presented with 
multiple food items on their plate may be due to their entering the psychic 
equivalent mode. They seek to control the ‘mess’ in their heads by 
teleologically controlling the ‘mess’ on their plates. Clinical observations of 
borderline clients support the pertinence of the Internal-Other factor. 
Statements under this factor describe a confidence about knowing others’ 
mental states, which is unrealistic and therefore likely to be inaccurate. 
High mentalizers recognise this difficulty and give more balanced 
answers, thus displaying an appreciation of the Kleinian depressive 
position (Stein, 2003). On the other hand, the borderline individual’s 
black-and-white thinking is likely to lead them to answer at the extremes.
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The Internal-Self factor also requires central responses, and therefore 
high mentalizers do not perceive their own thoughts and feelings as 
perfectly transparent, but instead recognise their inevitably partially 
opaque nature.
While theoretically Semerari et a/.’s (2003) modular theory, and its 
associated scale the MAS, provide a particularly sophisticated 
conceptualisation of mentalization, at the measurement level it is less 
practical. The MAS contains 15 categories and relies upon trained raters 
coding therapy transcripts, the process of transcription alone making the 
scale impractical for everyday clinical use. While the present author 
agrees with Choi-Kain and Gunderson (2008) that mentalization as 
currently conceptualised may be too broad and multi-faceted to be 
operationalised as a marker for specific forms of psychopathology like 
BPD, it is proposed that its measurement should be parsimonious and 
focus on a limited number of dimensions. Therefore, the present two- 
subscale RFQ15 provides a balance between theoretical specificity and 
measurement practicality.
It can be tentatively concluded therefore that the present study’s factor 
analytic results lend empirical support to Luyten, Fonagy and colleagues’ 
(in preparation) recent revision of mentalization theory. Their multi­
dimensional theory delineates internal/external, self/other, 
automatic/controlled and cognitive/affective dimensions. While it is beyond 
the scope of this paper to comment on the last two dimensions, it is 
possible to say that the RFQ15’s Internal-Self and Internal-Other factors 
are explicable under the supraordinate category of internal mentalizing. 
This is supported by recent neuroimaging studies which show the capacity 
to mentalize about others is closely related to the ability to reflect on
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oneself, with both capacities relying on common neural substrates (Uddin 
et al., 2007).
Construct and discriminant validity
Strong significant inverse correlations between the RFQ15 and BPD, ED, 
depression and impulsivity support the measure's ability to identify 
psychopathology. These relationships became somewhat more modest on 
the RF46. Given that the RFQ is intended for clinical populations, it is 
fortunate that it is the short form that is more sensitive to psychopathology 
as its brevity will make it a more practical addition to clinicians’ toolkits.
Theory of Mind and empathy measures displayed a different pattern. 
Medium sized correlations between the RFQ46 and empathy (PTS and 
BES) became small on the RFQ15. This suggests that the RFQ measures 
a similar, but nonetheless distinct, concept to empathy. This finding also 
suggests that the RFQ46 has superior sensitivity to abilities more typical 
of the non-clinical range. The long version may therefore be worth 
retaining for community settings where psychopathology may not be as 
severe. The magnitude of the relationship between the RFQ and ToM 
(EYES) was small on both the RFQ15 and RFQ46, suggesting that they 
tap largely distinct abilities. Perspective taking correlated to a larger extent 
than cognitive empathy (BES) or ToM on the RFQ46. It appears that the 
ability to imagine things from another’s perspective shares more with 
mentalization than ToM. The RFQ and the PTS both share an emphasis 
on the individual’s ability to reflect inwardly on another’s motives. The 
Eyes test, on the other hand, requires a focus on external, physical 
characteristics in order to assess thoughts or feelings. This observation is 
consonant with the shared internal focus of the two subscales derived 
from factor analysis.
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The lack of a relationship with the RFQ46 and a weak relationship 
between the RFQ15 and the MAAS suggests the RFQ effectively 
distinguishes between mindfulness and mentalization. Unlike 
mentalization, the MAAS has previously been found to be unrelated to the 
ability to view oneself from the perspective of the social world and was 
unrelated to a self-monitoring scale (Brown & Ryan, 2003). Indeed, in the 
present study the correlation between mindfulness and perspective taking 
was also small.
ROC analysis indicated that the RQ15 was well able to discriminate 
between clinical and non-clinical populations. It was interesting to note 
that there was a trend of BPD having lower mentalization than ED, and 
that anorexia had lower mentalization than bulimia. It was disappointing 
that power issues prevented significance testing of this relationship. 
Previous research with more homogenous samples such as Fonagy and 
colleagues' (Fonagy et al., 1996) Cassel Hospital study, suggests very 
little difference in mentalization levels between BPD and ED. Further 
investigation with more homogeneous BPD samples is needed before 
conclusions can be drawn about the RFQ15’s ability to discriminate 
between ED and BPD, and AN versus BPD.
Comorbidity
Diagnostic information for calculating comorbidity was available from only 
a subsample of the overall clinical sample. Sample 4 was a specialist 
outpatient BPD service and Sample 8 an outpatient ED service. Sample 7 
was an ED service that specialised in referrals from people with suspected 
comorbid BPD. As the larger part of the ED sample came from Sample 7, 
conclusions must be tentative in light of the inherent bias introduced by 
sampling issues. Nonetheless, comorbidity rates in the present study are
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comparable to other studies. Self-report comorbidity rates were similar in 
BPD (36%) and ED groups (38%), but clinician-report comorbidity were 
markedly different (BPD, 14%; ED, 36%).
Rosenvinge et al. (2000) found 42% of clients with ED to have BPD based 
upon self-report questionnaires. Using more conservative DSM diagnostic 
interviews, Godt (2008) found a 30% comorbidity rate amongst Danish ED 
outpatients. The present study's comorbidity rate in ED samples (36-38%) 
is therefore within the 30-42% range quoted in these other studies. High 
ED diagnosis rates have also been observed in those seeking treatment 
for personality disorders. In a study of 504 psychiatric inpatients with PDs, 
53% of BPD met DSM-III-R criteria for an eating disorder (Zanarini et al., 
1998). Arguably this sample experienced a greater degree of symptom 
severity due to their inpatient status and therefore comparisons with the 
current study must be made cautiously (O'Brien & Vincent, 2003). Also 
using semi-structured diagnostic interviews, Zimmerman and Mattia 
(1999) found a lower rate of 17% amongst psychiatric outpatients.
The present study’s self-report comorbidity rate therefore falls within the 
17-53% range found in previous research. Nonetheless, clinician-report 
data appears artificially low for the BPD sample, and cannot be due to 
sampling bias because self-report rates are much higher and similar to the 
ED sample. Instead, clinicians in the BPD sample may have been under­
diagnosing ED. To attain a clinician-report diagnosis of ED, clinicians had 
to check off criteria from the DSM. This was not based upon an interview 
like the Zanarini and would therefore rely upon clinicians’ informal prior 
knowledge of the client. Clinicians in the BPD service (Sample 4) may not 
have been as sensitised to ED symptoms as clinicians in the ED service. 
Given that the largest proportion of the ED sample was recruited from a 
unit that provided a specialised service for eating disordered clients with
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suspected BPD comorbidity (Sample 7), clinicians in this service would be 
more familiar with both disorders and their diagnosis, and therefore may 
have been more likely to diagnose both ED and BPD. Given the probable 
under-reporting of comorbidity in clinician-report data, it is perhaps not 
surprising that the trend towards low mentalization and comorbidity held 
when only self-report data were used. Average scores on the RFQ15 were 
8 points higher in the ED-only group than the comorbid group, and 4 
points higher in the BPD-only group. Future research should employ more 
rigorous diagnostic tests such as the Structured Clinical Interview for 
DSM-IV Axis I disorders (First et al., 1996) and Axis II disorders (First et 
a/., 1997).
Impulsivity
Given the established link between BPD and low mentalization (e.g. 
Fonagy et al., 1996), and BPD and impulsivity (e.g. Dowson et ai, 2004), 
it was predicted that impulsive forms of the eating disorders, such as 
bulimia, would evidence lower mentalization than restricting forms, like 
anorexia. However, results from the current study were contrary to 
predictions based on Lacey and Evans' multi-impulsivity model (1986). 
Mean scores on the RFQ15 indicated a trend towards a diagnosis of 
anorexia, rather than bulimia, being associated with lower mentalization. 
Unfortunately, small cell sizes prevented inferential tests of this clinician- 
report data. Nonetheless, regression models on self-report data confirmed 
this trend. Anorexic rather than bulimic attitudes were the only significant 
predictors of mentalization.
Considering that obsessive traits have been linked to anorexia (O'Brien & 
Vincent, 2003) and anorexics evidence impaired mentalization (Ward et 
al., 2001) these results are perhaps are not surprising. Starvation may be
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responsible for development of obsessive traits and impairments of social 
cognition. For example, O’Brien and Vincent cite early work by Keys et al. 
(1950) who found starvation induced personality changes consistent with 
those observed in avoidant personality disorder (e.g. self-isolating 
behaviour) and in Obsessive Compulsive Personality Disorder (e.g. 
perfectionism, rigidity, and preoccupation with details/lists). Certainly, 
alexithymia, a condition which can be conceptualised as the antithesis of 
mentalization has been linked to AN (Rastam et al., 1997), and in a case 
study by Fonagy (1999), impaired mentalization, dissociative states and 
obsessive-compulsive disorder were inextricably linked. Interestingly, in a 
study by Fertuck et al. (2009) of borderline individuals, obsessive and 
avoidant personality disorder traits were found to predict at trend level 
social cognition as measured by the Eyes test. Anorexics have also been 
found to struggle with this subtle test of social cognition (Russell et al., in 
press).
It may be that obsessive-compulsive traits represent a supreme form of 
psychic equivalence, where rituals and magical thinking take on a 
concrete quality and become too real. People with CCD, BPD and 
anorexia share impaired reality-testing, and display at times what appear 
to be almost psychotic-like cognitions. In the case of anorexia, this is 
expressed by the fractured self seeking to structure an inner chaos by 
controlling the environment. Skârderud’s (2007, unpublished manuscript 
cited in Skârderud & Fonagy, in preparation) work with anorexics speaks 
clearly of this struggle for self through obsessive controlling of food. A 
person who has suffered from anorexia for over 20 years expresses this 
poignantly:
‘The idea of mixing different types of food scares me. The sight of
too many types of food on my plate, and the idea of them mixed
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together in my stomach induce in me a sense of chaos...! have to 
have control of my plate to have control in my life...I gradually 
understood that taking control over food was a way to take 
control...over my overwhelming worries, my restlessness, all my 
anxieties about myself; and simply my need to be somebody’ 
(emphasis added p.9).
Food and the body are used in the construction of a psychological identity. 
Similarly, the obsessive’s rituals are the embodiment of their inner reality. 
The present author would argue that both live by concretised metaphors. 
Skârderud (2007a) explains:
The essence of a metaphor is to understand and experience one 
phenomena through another phenomena...’Concretised metaphors’ 
refer to instances where the metaphors are not experienced as 
indirect expressions showing something thus mediated, but they are 
experienced as direct and bodily revelations of a concrete reality’ 
(p.164)
The finding that mentalization mediated impulsivity under hypothesis 6 
further strengthens the rejection of hypothesis 5, i.e. that bulimic attitudes 
do not best predict mentalization. It would be logical to expect that bulimic 
rather than anorexic attitudes would be most closely linked to low 
mentalization if impulsivity were the main causal mechanism (as Lacey 
and Evans’ (1986) multi-impulsivity hypothesis might suggest). However, 
the present study’s results suggest that mentalization mediates the effect 
of impulsivity on development of ED and BPD. It is also important to note 
that the strength of mediation was by no means small, 19% for BPD and 
10% for ED. Indeed, Fairchild et al. (2009) noted that in a simulated study 
the highest mediated amount was 28%. It may be the case that
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mentalization has a differential effect on anorexie or bulimic behaviours, 
an analysis which has not been possible here. Obsessive-compulsive 
traits can be seen as part of a spectrum (Hollander & Benzaquen, 1997) 
which ranges from over-controlled behaviour at one end and under­
controlled impulsive behaviour at the other, with some patients displaying 
both traits (Claes et al., 2002) A fruitful area for future research would 
therefore be to investigate how mentalization mediates position on the 
obsessive-compulsive spectrum in different client groups.
METHODOLOGICAL LIMITATIONS 
Measurement issues
Analyses and conclusions were based largely on self-report data and 
therefore the limitations of any self-report questionnaire study are relevant 
here. However, it is notable that even with the more limited informant data, 
similar patterns emerged across most analyses. The lack of a suitable 
criterion measure of mentalization was a weakness that unfortunately the 
current researcher was unable to address. The Eyes test had originally 
been intended as a criterion measure of mentalization, but due to its low 
correlation with the RFQ this had to be abandoned. Comparing the ‘gold 
standard’ Reflective Functioning Scale to the RFQ 15 would have 
significantly strengthened conclusions reached in this paper. Given the 
extensive training, time and resources needed to administer and rate RF- 
scored AAI interviews, such a strategy was beyond the scope of this 
research.
The weak relationship noted between the Eyes test and the RFQ15 and 
borderline measures (BRI, ZAN) was surprising given previous research. 
Fonagy and colleagues (Fonagy et al., 1996) used the Eyes test as a 
proxy measure of mentalization and found BPD individuals to score
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significantly lower than community controls. This replicates an effect found 
using an alternative facial emotion recognition task with BPD individuals 
by Lynch et al. (2006). Also, in a study of anorexics, individuals were 
found to perform significantly lower than healthy controls on the Eyes test 
(Russell et al., in press). However, in the only published study using the 
Eyes test with BPD individuals, a contradictory effect was discovered by 
Fertuck at al. (2009) who found that borderline individuals scored higher 
on the Eyes test than healthy controls.
Inconsistent results noted across other studies may be due to 
confounding artefactual aspects of the test. Johnston etal. (2008) gave 25 
participants a list of the Eyes test target words without the photographs 
and asked participants to pick ‘the odd word out'. On about half the items 
the correct word was chosen. Also, Fertuck and colleagues (2009) point 
out that the Eyes test merely evaluates the ability to detect and 
discriminate social stimuli, not infer or reason about those stimuli. While 
the RFQ15 does not involve inferential reasoning, it does measure internal 
clarity of processing, perhaps a more complex skill than merely labelling 
emotions. This complexity may provide more challenges and therefore 
more opportunities for deficits to be displayed by respondents. Detecting 
the physical characteristics of emotion appears not to be linked to 
mentalization deficits or BPD in particular. Instead, other internal, more 
complex inferential processes are likely to be implicated. It therefore 
appears doubtful that the Eyes test provides a suitable criterion measure 
of mentalization.
A further weakness concerns concurrent emotional state potentially 
confounding results. In the updated mentalization model Fonagy and 
Luyten (in preparation) stress how mentalization skills are context specific. 
Indeed, even individuals with severe psychopathology may maintain good
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mentalizing ability if they are in a non-stressful interpersonal context. 
Therefore, testing the resilience and depth of mentalization skills requires 
the individual be put under stress. Perhaps this is why the AAI is such a 
good measure of mentalizing ability, as being asked to describe early 
attachment relationships and particularly traumatic ones elicits emotional 
arousal. A graphic illustration of how attachment stress can tip an eating 
disordered individual into psychic equivalent mode is given by Skârderud 
(2007a) (full quotation can be found on p. 194). He describes how a client 
felt her body getting fatter when she became emotionally distressed at the 
loss of a friend. Fonagy and Luyten (in preparation) suggest that a 
combination of biopsychosocial factors determines our physiological 
arousal switch. This affects when we switch from 
controlled/explicit/reflective mentalizing processes, to 
automatic/implicit/uncontrolled non-mentalizing mode. It has been beyond 
the scope of this research to investigate this and further research could 
profitably be undertaken utilising a mood induction combined with more 
implicit, dynamic tests of social cognition such as films or ‘reading the 
mind in the voice’ (Golan etal., 2006; 2007).
Finally, socio-economic status (SES) may have acted as a confounding 
variable in this study but its effect was difficult to establish definitively. 
SES appeared to affect the RFQ15 in just one out of four samples, and 
then only to a small extent (r=.17). As the sample concerned was not used 
for the majority of analyses, a pragmatic decision was made not to 
statistically control for SES. While the current author recognises that this 
is a potential limitation, the effect of SES was not thought sufficiently large 
or reliable enough to place in doubt conclusions drawn in the study. 
Nonetheless, future research would be advised to measure this variable 
carefully as it is not clear whether differences observed here were 
artefacts of sampling issues or real.
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Sample and design
A strength of the current study was its healthy sample size, with most 
analyses conducted suitably powered to detect an effect. Where low 
power prevented inferential tests, only descriptive statistics were reported 
and therefore no claims were made as to significance. However, in order 
to achieve a sufficiently large sample for factor analysis, samples from 
different populations had to be pooled. Subsequently the sample was 
heterogeneous which presents a limitation to the generalizability of 
conclusions about the validity of the RFQ across ED and BPD 
populations. Nonetheless, a test of robustness confirmed results, 
therefore further strengthening confidence in conclusions drawn. The 
present author is currently conducting further research with larger, 
separate BPD and ED samples to confirm the generalizability of the 
RFQ15’s factor structure. Another potentially fruitful area of research 
would be to investigate the validity of the RFQ against a criterion sample 
of expert ‘mind-readers’. Dziobek et al. (2005) suggests social cognition 
tests could profitably be investigated in groups like auctioneers, psychics 
and psychotherapists.
Generalising the results to other client groups, such as those with OCD, 
must be made tentatively. Although it has been hypothesised that this trait 
may play a part in poor mentalization, no studies yet exist which draw 
conclusions about links between mentalization and obsessional traits. It is 
understood that a research study investigating just that link is currently 
underway at the University of Surrey. Lastly, as this study utilised a cross- 
sectional design it has not been possible to infer causation. Future 
research could longitudinally or experimentally investigate the temporal 
causality of mentalization, obsessional versus impulsive traits and 
psychopathology.
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APPLICATIONS
Notwithstanding the above limitations, several useful applications of the 
research may be proposed. The RFQ15 presents real potential as a brief, 
easily administrate measure of mentalization. Clinicians across primary 
and secondary care settings may use it for screening purposes and 
treatment evaluation. Its brevity lends it to regular re-testing in order to 
track therapy progress over time. Establishing the efficacy of new 
mentalization-based treatments requires their central mechanism of 
change be open to evaluation, something which until now has been 
practically impossible. Conclusions drawn in this study regarding the 
mediating role mentalization plays in impulsivity will add to the emerging 
theory base which indirectly contributes to understanding pathological 
mechanisms and therapeutic change, and thence more targeted 
treatments. Particularly, this research provides a significant contribution to 
the study of mentalization in eating disorders which until now has been 
sparse. Innovation in this expanding field continues to grow, as the great 
variety of settings in which mentalization theory is currently being applied 
testifies (Figure 11).
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Educational settings
•  C lassroom s (Livney, 2 0 0 8 ; Tw e m lo w  & Fonagy, 2 0 0 6 )
•  Pupil R e ferra l Units (M alberg , 2 0 0 8 )
•  P sychotherapy supervision (R a n aw at, 2 0 0 8 ) and training (Trow ell et al., 2 0 0 8 )  
Clinical psychology training (personal com m unication, S .H o w ard , 2 0 0 9 )
Clinical settings and therapeutic modalities
•  Psychotherapy for B P D  (B atem an  & Fonagy, 2 0 0 8 )
•  Psychotherapy for E D  (S kârderud , 2 0 0 7 c )
•  C oup le  therapy (Y ounger, 2 0 0 7 )
•  Parent-child  psychotherapy (S lade  et al., 2 0 0 5 )
•  Inpatient tre a tm en t for professionals in crisis (B leiberg, 2 0 0 6 )
•  C B T  (B jorgvinsson & Hart, 2 0 0 6 )
•  D B T  and positive psychology (Lew is, 2 0 0 6 )
Legal and forensic settings
•  H igh-security  psychiatric hospitals (personal com m unication, M .H um phrey, 
2 0 0 9 )
•  D ivorce m ediation (M cIntosh et al., 2 0 0 8 )
Figure 11. Settings using mentalization theory
SUMMARY AND MAIN CONCLUSIONS
This research has presented a new measure of mentalization which 
contains much potential as a future clinical tool. Intriguing differences 
have appeared between mentalization in different populations. While the 
lower levels of mentalization in comorbid and borderline participants 
compared to non-clinical controls was not surprising, the inverse 
association with anorexic attitudes was unexpected. This research is well- 
timed considering the lack of efficacy of existing treatments for anorexia
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and the urgency with which new treatments will need to be developed. 
Insights gained here will ultimately contribute to understanding the central 
mechanisms of pathology and change in the eating disorders. While 
treatments for BPD are perhaps more advanced than ED, nonetheless, 
the impetus from government bodies such as NICE (2009) to develop 
treatments for BPD with explicit and integrated theoretical approaches 
means there is no less pressure to better formulate and treat complex 
personality disorders. Mentalization theory and this study’s contribution to 
it will go part of the way to meeting this important agenda.
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Appendix 1: Reflective Function Questionnaire (RFQ46)
Please work through the next 46 statements, each time circling the one response that you feel describes you 
most clearly. Do not think too much about it - your initial responses are usually the best. Thank you.
Strongly
disagree
Disagree Disagree
Some­
what
Agree
Some­
what
Agree Strongly
agree
1. People’s thouqhts are a mystery to me.
2 . 1 worry a great deal about what people are thinking 
and feeling. _____________
3. My picture of my parents changes as I change.
4. I realise that I can sometimes misunderstand my 
best friends' reactions.
5. I believe that my parents’ behaviour towards me 
should not be explained by how they were brought 
up
6. Other people tell me I'm a oood listener.
7 . 1 often have to force people to do what I want them 
to do.
8 . 1 always know what I feel.
9 . 1 feel that, if I am not careful, I could intrude into 
another person's life.
1 0 .1 often get confused about what I am feeling.
11. I believe that people can see a situation very 
differently based on their own beliefs and 
experiences.
1 2 . 1 believe there’s no point trying to guess what’s 
on someone else's mind.
13. I get confused when people talk about their 
feelings.
1 4 .1 believe other people are too confusing to bother 
figuring out.
15. I find it difficult to see other people’s points of 
view.
16.1 am a oood mind reader.
1 7 .1 don't always know why I do what I do.
1 8 .1 pay attention to my feelings.
19. In an argument, I keep the other person’s point of 
view in mind.
20. Understanding the reasons for people’s actions 
helps me to forgive them.
21. I believe that there is no RIGHT way of seeing 
any situation.
22. When I get angry I say things without really 
knowing why I am saying them.
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Strongly
disagree
Disagree Disagree
Some­
what
Agree
Some­
what
Agree Strongly
agree
23. Those close to me often seem to find it difficult to 
understand why 1 do things.
24.1 am better guided by reason than by my gut.
25. 1 usually know exactly what other people are 
thinking.
26.1 can’t remember much about when 1 was a child.
27. Strong feelings often cloud my thinking.
28.1 trust my feelings.
29. When 1 get angry 1 say things that 1 later regret.
30. My intuition about a person is hardly ever wrong.
31. For me actions speak louder than words.
3 2 .1 frequently feel that my mind is empty.
33. I anticipate that my feelings might change even 
about something I feel strongly about.
34. I like to think about the reasons behind my 
actions.
35. If I feel insecure I can behave in ways that put 
others’ backs up.
36. Sometimes I do things without really knowing 
why.
37. I can tell how someone is feeling by looking at 
their eyes.
38. Sometimes I find myself saying things and I have 
no idea why I said them.
39. In order to know exactly how someone is feeling, 
I have found that I need to ask them.
4 0 .1 can mostly predict what someone else will do.
41. I’m often curious about the meaning behind 
others' actions.
42. I have noticed that people often give advice to 
others that they actually wish to follow themselves.
4 3 .1 wonder what my dreams mean.
44. How I feel can easily affect how I understand 
someone else’s behaviour.
45. I pay attention to the impact of my actions on 
others’ feelings.
4 6 .1 know exactly what my close friends are thinking.
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Appendix 2: Samples and measures administered
Unit Participants N M easures
Non-clin ical W=295
, General 
Hospital
Staff/hospital
patients
Staff, general 
hospital patients, 
public
212 Pilot study pack
2 College Staff/student
Non-academic staff 
& students 3V FFF
3 College Staff/students
Non-academic & 
teaching staff, 
students
52t FFF
Personality D isorder N=SZ
4 NHS unit NHS service
Outpatients 
NHS clinician-led
25t
FFF
ZAN-BPD  
CRS Part 1 & 2
-  Service-user- 
led unit
Independent
Outpatients 
Independent 
service-user led
20t
FFF
CRS Part 1
R Service-user- 
led unit
Independent
Outpatients 
NHS service-user 
led
8f FFF
Eatinq Disorders N=55
7 NHS unit NHS service
Outpatients &
inpatients
NHS clinician-led
45t
FFF
ZAN-BPD  
CRS Part 1 & 2
8 NHS Unit NHS service
Outpatients 
NHS clinician-led
10t
FFF
CRS Part 1 & 2
Clinical 108
Total 403
N ote :t  Recruited specifically for this study
FFF= Feelings, Faces and Food questionnaire pack: Basic Empathy Scale (BBS, 
Cognitive subscale), Reading the Mind in the Eyes Test (EYES), Reflective Function 
Questionnaire (RFQ), Eating Attitudes Test (EAT), Multi-lmpulsivity Scale (MIS), 
Borderline Personality Inventory (BPI), Beck Depression Inventory II (BDI).
C RS=Clinician Record Sheet: DSM IV-TR  diagnostic criteria for Anorexia Nervosa, 
Bulimia Nervosa, Eating Disorders Not Otherwise Specified, and Borderline personality 
Disorder.
ZAN =Zanarini Rating Scale fo r Borderline Personality Disorder
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Appendix 3: Measures across participant groups
N PD ED NON­C U N TOTAL
Mentalization
RFQ46 Reflective Function Questionnaire Time 1* t 50 53 291 394
RFQ15 Reflective Function Questionnaire Time 1* t 51 54 291 396
RFQ15 Reflective Function Questionnaire Time 2* t 6 14 30 50
Theory of Mind
EYES Reading the Mind in the Eyes Test t 50 48 - 79 177
Empathy
BES Basic Empathy Scale (Cognitive subscale) * t 53 50 286 389
PTS Perspective Taking* 0 0 198 198
Disordered eating
EAT Eating Attitudes Test t 51 48 80 179
Gastric banding/bypass (Clinician report) t 41 49 0 90
Im pulsivity
MIS Multi-lmpulsivity Scale ('Do' subscale) t 45 50 78 173
Borderline Personality Organization
BPI Borderline Personality Inventory t 50 47 80 177
Depression
BDI Beck Depression Inventory II * t 50 51 287 388
Social Desirability
SOCDES Social Desirability Scale 0 0 205 205
Mindfulness
MAAS Mindful Awareness Attention Scale * 0 0 205 205
Therapeutic input
Stage of treatment (Clinician report) t 53 55 0 108
Diagnosis
Diagnosis (Clinician report) t 43 49 0 92
Zanarini Rating Scale (Clinician report) t 23 39 0 62
Note: * Pilot study, t Present study. Counts do not include missing data.
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Appendix 4: Ethical approval
«% u iN ivtL iso i i ■ u r
^SURREY
#  U IVERSITY OF
Dr Mark Cropley
Chair: Faculty of Arts and Human Sciences Ethics
Faculty of
Arts and Human Sciences
Committee 
University of Surrey Guildford, Surrey GU2 7XH UK
T  +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
Alesia Perkins 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
16,h October 2008
Dear Alesia
Reference: 260-PSY-08
Title of Project: Feelings, faces and food: Mentalisation In borderline personality 
organisation and disordered eating
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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NHS
National Research Ethics Service
Brighton East Research Ethics Committee
Brighton & Hove City Teaching PCT 
2nd Floor, Prestamex House 
171-173 Preston Road 
Brighton 
East Sussex 
BN16AG
Telephone: 01273 545373 
Facsimile: 01273 545372
03 October 2008
Ms Alesia Perkins
Trainee Clinical Psychologist
University of Surrey
Dept of Psychology, AD Building,
Guildford
Surrey
GU2 7XH
Dear Ms Perkins
Full title of study: Mentalization in borderline personality organisation and
disordered eating 
REC reference number: 08/H1107/123
Thank you for your letter of 30 August 2008, responding to the Committee's request for 
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment (SSA). 
The favourable opinion for the study applies to all sites involved in the research. There is no 
requirement for other Local Research Ethics Committees to be informed or SSA to be 
carried out at each site.
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
Management permission at NHS sites (“R&D approval”) should be obtained from the 
relevant care organisation^) in accordance with NHS research governance arrangements. 
Guidance on applying for NHS permission is available in the Integrated Research 
Application System or at http://www.rdforum.nhs.uk.
This Research Ethics Committee is an advisory committee to South East Coast Strategic Health Authority 
The National Research ethics Service (NRBS) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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08/H1107/123
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document ' - ;
Invitation letter to participant - Barnet Enfield and Haringey Site 1.1 30 August 2008
Invitation letter to participant - South West London Site 1.1 30 August 2008
Participant Information Sheet: Hastings College ((Non-NHS site)) 1.1 30 August 2008
Participant Information Sheet: Haven Site (Non-NHS site) 1.1 30 August 2008
Participant Information Sheet: University of Surrey (Non-NHS site) 1.1 30 August 2008
Participant Information Sheet: South West London and St George s 
NHS Mental Health NHS Trust
1.1 30 August 2008
Participant Information Sheet: - for Surrey and Borders Partnership 
NHS Trust
1.1 30 August 2008
Response to Request for Further Information 30 August 2008
Participant Information Sheet: - Barnet Enfield & Haringey NHS 1.1 30 August 2008
CV of educational supervisor 30 June 2008
Covering Letter 30 June 2008
Protocol 1 28 June 2008
Investigator CV 28 June 2008
Application 30 June 2008
Participant Consent Form 1 28 June 2008
GP/Consultant Information Sheets 1 28 June 2008
Advertisement 1 28 June 2008
Questionnaire: Feelings, faces and food 1 28 June 2008
Questionnaire: Zanarini Rating scale for borderline Personality
Statistician Comments 27 May 2008
Peer Review 28 June 2008
Letter from Sponsor 11 March 2008
Summary/Synopsis 1 28 June 2008
Participant ID master list 1 28 June 2008
Clinician's record sheet 1 28 June 2008
Email recruiting participants at Hastings College 1.0
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
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The attached document “After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
•  Notifying substantial amendments
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
W e would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referenceQroup@nres.nDsa.nhs.uk.
08/H1107/123  Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
-----
Dr Paul Seddon 
Chair
Email: niscnun7rcherodian@bhcpct.nhs.uk
Enclosures: "After ethical review -  guidance for researchers”
Copy to: Ms Aimee Cox
Asst Registrar and Secretary to Ethics Committee
Registry, Senate House
University of Surrey
Guildford, Surrey
G U 27X H
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Appendix 5: Participant Information Sheet
A
U N IV E R S IT Y  O F
SURREY
Clinical Psychology Programme 
Department of Psychology 
University of Surrey 
Guildford, Surrey GU2 7XH 
Tel: 01483 689441
Participant Information Sheet 
‘Feelings, Faces and Food'
Dear Participant,
m m m m i
information sheet and a signed copy of your consent form.
H U B
difficult to deal with.
ïa m  /Me°to?erk!ns,^trainee clinical psychologist This study forms part of my doctoral research 
at the University of Surrey.
East Research Ethics Committee.
30.08.08 v.1.1 Surrey Page 1 of 2
Page | 294
MRP: Mentalization in BPD and ED
What will happen to me if I take part? .
You will be given a consent form and a questionnaire to fill out. The questionnaire asks a senes of 
questions mainly directed at feelings about yourself and other people. You will also be asked about 
impulsiveness and attitudes towards food. The questionnaire will take about 20-30 minutes. When 
you have finished please send it in the internal mail to the researcher.
What are the possible risks and benefits of taking part?
While it is unlikely, it is possible that you might become a little tired from doing the questionnaire. 
You may experience some upset feelings from answering the questions. There will be no direct 
benefit from taking part. The knowledge gained from this study may help improve the treatment of 
people with strong emotions, impulsiveness and problems with eating.
AHdocuments^relating to the study will be kept In a locked filing cabinet and only the researchers 
directly involved in the study will have access to them. No-one outside the study will have 
knowledge of your name. Your answers on the questionnaire itself will not be linked directly to your 
name The completed consent form and questionnaires will be kept separately. Data will be stored 
electronically with a number, not personal names identifying people's answers. Your GP will not be 
informed of your participation in this study.
What will happen to the results of this study?
I intend publishing the results of this study for scientific purposes. Your identity will not be revealed 
in any publications.
Who do I speak to If I decide to withdraw from the study or if I want more Information?
You are free to decline to enter or to withdraw from the research at any time without having to give 
a reason. If you have any questions about the study, please contact Alesia Perkins at the 
University of Surrey on 01483 689441.
If you have concerns about disordered eating, impulsive behaviours or thoughts of hurting yourself, 
please contact your GP. There is also a list of support numbers available in a box next to where 
vou picked up this pack. More general information about participating in research can be obtained 
from INVOLVE (promoting public involvement in NHS, public health and social care research) 
W W W  invo ora.uk. 02380 651 088. Alternatively, you can contact your local Patient Advisory Liaison 
Service (the number is available through NHS Direct 0845 46 47). Formal ^ p la in ts  about the 
research should be addressed to Dr Fiona Warren at the University of Surrey 01483 689441.
To take part, please fill in both yellow consent forms. Keep one for yourself and put the other 
consent form and questionnaire in the enclosed pre-addressed internal mall envelopes. You are 
free to use separate envelopes to protect your confidentiality. Put them in the internal mail. Please 
keep this Information sheet for future reference.
Many thanks, Alesia Perkins
30.08.08 v.1.1 Surrey Page 2 of 2
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Appendix 6: Feelings, Faces and Food questionnaire pack
Questionnaire pack 
paqe number
Measure
1 Demographics
1 Basic Empathy Scale
2-7 Reading the Mind in the Eyes Test
8-9 Reflective Function Questionnaire
10 BMI, EAT-26, diagnostic and therapy questions
11-12 Multi-lmpulsivity Scale
12-13 Borderline Personality Inventory
13-14 Beck Depression Inventory II
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Feelings, faces and food
Thank you very much for agreeing to fill in this questionnaire about some of your thoughts and 
feelings for researchers in the clinical psychology department at the University of Surrey. It 
requires only the marking of a series of statements -  no free writing - and should take between 
20 to 30 minutes to complete. Your answers will be anonymous and stored entirely 
confidentially. There is no need to give your name, however the following details are important. 
We will not use them to contact you again or pass them on to anybody else.
1. Today’s date:______________ 2. Gender: Male Female 3. Age In years:_______
4. Are you in a long-term relationship? e.g. married/cohabiting/in a civil partnership YES/NO
5. Occupation:____________________ If unemployed, please give last occupation_____________________
6. How many years in total have you spent studying in fulltim e education? Please include years in 
primary school, secondary school and any years in college or further tra in ing_______________
7. To which of these ethnic groups do you feel you belong?
WHITE MIXED ASIAN or ASIAN BRITISH BLACK or BLACK BRITISH
1. British 4. White and Black Caribbean 8. Indian 12. Caribbean2. Irish 5. White and Black African 9. Pakistani 13. African
3. Any other White background 6. White and Asian 10. Bangladeshi 14. Any other Black background
7. Any other mixed background 11. Any other Asian background
OTHER ETHNIC CATEGORIES NOT STATED
15. Chinese 17. Not stated
16. Any other ethnic category
The following are characteristics that may or may not apply to you. Please tick one answer for each 
statement to indicate how much you agree or disagree with each statement. Please answer as 
honestly as you can.
: l : '7 ; - v ; ' :m disagree;- iNéjthWryagree-norfilS#'; il ;?grw
1.1 can understand my friend’s happiness when he/she does well 
at something.
- ■ - sE|
3. When someone is feeling down I can usually understand how 
they feel.
4 I can usupy work.outwhen mÿfriends are scared..
: tn
5. lean often understand how people are feeling even before they 
tell me.
6 S canusu^tiy Work out when people are cheerful =£
7 .1 can usually realize quickly when a friend is angry.
/ :
9 .1 have trouble figuring out when my friends are happy.
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you have read all 4 words. You should try to do the task as quickly as possible.
Most people surprise themselves by how well they do in this test. Even if you think you don't have a clue, 
just choose the one that 'feels' right.
1. playful 
3. irritated
2. comforting 
4. bored
1. terrified 
3. arrogant
2. upset 
4. annoyed
3. i. joking 2. flustered
3. desire 4. convinced
1. joking 2. insisting
3 . amused 4. relaxed
5. 1. irritated 2. sarcastic
3. worried 4. friendly
6. 1. aghast 2. fantasizing
3. impatient 4. alarmed
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7. 1. apologetic 2. friendly
3 . uneasy 4. dispirited
9. 1. annoyed 2. hostile
3. horrified 4. preoccupied
11. 1. terrified 2. amused
3. regretful 4. flirtatious
04.12.08 vl.2  Page 3 of 14
8. i. despondent 2. relieved 
3 . shy 4. excited
10. 1. cautious 2. insisting
3. bored 4. aghast
12. 1. indifferent 2. embarrassed
3 . sceptical 4 . dispirited
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13. 1. decisive 2. anticipating
3. threatening 4. shy
15. 1. contemplative 2. flustered
3. encouraging 4. amused
17. 1. doubtful 2. affectionate
3. playful 4. aghast
1. irritated 2. disappointed 
3. depressed 4. accusing
16 . 1. irritated 2. thoughtful
3. encouraging 4. sympathetic
18 . 1. decisive 
3. aghast
2. amused 
4. bored
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19. 1. a rro g an t 2. gratefu l
3. sarcastic  4. ten ta tive
21. 1. embarrassed 2. fantasizing
3, confused 4 . panicked
04.12.08 vl.2 Page 5 of 14
20. 1. dominant 2. friendly
3 . guilty 4. horrified
22. 1. preoccupied 2. grateful
3 . insisting 4. imploring
2 . irrita ted1. pensive23. 1. contented 2. apologetic
4. hostile3. excited4. curious3. defiant
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25. 1. panicked z  incredulous 
3. despondent 4. interested
26. 1. alarm ed 2 shy
3 . hostile 4. anxious
r ^ fp H
27. 1. joking z  cautious 
3. arrogant 4. reassuring
28. 1. interested 2. joking
3. affectionate 4. contented
29. i. impatient 2. aghast
3 . irritated 4. reflective
30. 1. grateful 2 . flirtatious
3. hostile 4. disappointed
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31. 1. ashamed 2. confident
3. joking 4. dispirited
32. 1. serious 2. ashamed
3. bewildered 4. alarmed
33. 1. embarrassed
3. fantasizing
2. guilty 
4. concerned
34. 1. aghast 2. baffled
3. distrustful 4. terrified
35. 1. puzzled 2. nervous
3. insisting 4. contemplative
36. 1. ashamed 2. nervous
3. suspicious 4. indecisive
VOL I: RESEARCH DOSSIER
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Please work through the next 46 statements, each time circling the one response that you fed  
describes you most clearly. Do not think too much about it - your initial responses are usually the
best Thank you.
- ■ : d
trongly. 0 
Isagree
Isagree D 
' a
isagree A 
omewhat S
gree À 
omewhat
gree S 
a
trongly
aree
1. People’s thoughts are a mystery to me.
2 .1 worry a great deal about what people are 
th in k in g  and feeling. . • r y
3. My picture o f my parents changes as I change.
4 .1 realise that I can sometimes misunderstand my 
best friends' reactions.
5 .1 believe that my parents’ behaviour towards me 
should not be explained by how they were brought
6. Other people tell nae I ’m a good listener. ;
7 .1 often have to force people to do what I want
8 .1 always know what I  feel.
9 .1 feel that, if  I  am not careful, I could intrude into 
another person’s life.
10.1 often get confused about what I am feeling.
11.1 believe that people can see a situation very 
d iffe ren tly  based on their own beliefs and experiences.
12.1 believe there’s no point trying to guess what’s 
on someone else’s mind;
13,1 get confused when people talk about their
14.1 believe other people are too confusing to
15.1 find it difficult to see other people’s points of
16.1 am a good mind reader.
17.1 don’t always know why I  do what I  do.
18.1 pay attention to my feelings.
19. In an argument, I  keep the other person’s point 
of view in mind.
20. Understanding the reasons for people’s actions 
helps me to forgive them.
21.1 believe that there is no RIGHT way o f seeing
22. When I get angry I  say things without really 
knowing whv lam saving them.
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Strongly
disagree
Disagree Disagree
somewhat
Agree ; 
Somewhat
Agree Strongly 
agree _
23. Those close to me often seem to find it difficult 
to understand why I do things.
24.1 am better guided by reason than by my gut. - -
25.1 usually know exactly what other people are 
thinking.
26; I can’t remember much about when I was a  ^
child.
27. Strong feelings often cloud my thinkmg.
28.1 trust my feelings.
29. When I get angry I say things that I later regret.
30. My intuition about a person is hardly ever
31. For me actions speak louder than words.
32.1 frequently feel that my mind is empty. .
33.1 anticipate that my feelings might change even 
about something I feel strongly about.
34. Hike to think about the reasons behind my 
actions.
35. I f  I  feel insecure I  can behave in ways that put 
others’ backs up.
36. Sometimes I  do things without really knowing 
why. ' ' t
37.1 can tell how someone is feeling by looking at 
their eyes.
38. Sometimes I find myself saying things and I 
have no idea why I  said them. . »
39. In order to know exactly how someone is 
feeling, I  have found that I need to ask them.
40.1 can mostly predict what someone else w ill do.
41. I ’m often curious about the meaning behind 
others’ actions.
42.1 have noticed that people often give advice to 
others that they actually wish to follow themselves.
43.1 wonder what my dreams mean.
44. How I feel can easily affect how I understand 
someone else’s behaviour.
45.1 pay attention to the impact of my actions on 
others’ feelings.
46.1 know exactly what my close friends are 
thinking. .
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Please answer the following questions about food and weight
Highest Weight (excluding pregnancy)
Usually
. Am terrified about being overweight.
. Avoid eatinfz when I  am hungry
mvself preoccupied with too
4. Have gone on eating binges where I feel that I  rnay not be able
o f foods that r  eatAware of the calorie content
1 Particularly avoid foods with a high carbohydrate content (i.e. bread.
potatoes
8. Feel that others would prefer tf I  ate more
9. Vomit after I have eaten.
1 0 . Feel extremely guilty after eating
a desire to be thinnerpreoccupied with
calories when I  exercise.about burning up
too thinOther people think that I
fat on my body.Am  preoccupied with the thought of having
IS. Take longer than others to eat my meals
mthem.foods With sugarAvoid
Eat diet foods
18. Feel that food controls my life.
Display self-control around food
me to eatFeel that others pressure
21. Give too much time and thought to food.
Feel uncomfortable after eating sweets.
dieting behaviour
24. Like mv stomach to be empty.
new rich foods.Emoy trying
vomit after mealsHave the
YES/NO
often, on average, as twice a week for the last 3 months?
4) Have you ever made yourself side (vomited) to control your weight or shape? 
If yes, on average how many limes per week in the last 3 months?.
YES/NO
5) Have you ever used laxatives, diet pills or diuretics (water pills) to control your weight or shape?
If ves. on average how many times per week in the last 3 months?— _— ---- -----------------
YES/NO
YES/NO
eating disorder?7)A reyouaperson(please8ck which apply): a) With an eating disorder orstiii recovering from an
Qjjggjfy RrxrHtiriine Personal'*/Disorder Other .................— NU-—
9) Are you a  person (please tick which appiÿ): a) With bordefflne personality r e a m A g to m it t
10) Have you receieed a * " £  f fg W  * *  ^ ^ H ^ S n ? Î6 .9 O T r e a ?neek)
If yes, when?
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This section is concerned with a number of common behaviours and feelings about those behaviours. You 
may have experienced all, some or none of these behaviours and feelings at sometime. We are interested 
about how you have been feeling and what you have actually done in the past two months. Read the 
following statement and answer the questions by ticking the column which best applies to you.
In the PAST TWO MONTHS I have sometimes feh increasingty tense and had an 
almost irrésistible urge to do something that I would not normally do. After doing this 
thing I  fe d  a sense ofretief, even though I may fe d  guilty.
never
ionally -time»
often very
often
always
1. Have you felt this way about eating a large amount of food in a 
short period of time (ie. a food binge) in the past two months?
2 Have you actually binged on food like this in the past two months?
3. Have you felt this way about drinking alcohol in the past two 
months?
4 Have you drunk alcohol in this way in the past two months?
5. Have you felt this way about shoplifting or stealing something in 
the past two months?
6. Have you actually stolen anything in this way in the past two 
months?
7. Have you felt this way about gambling money in the past two 
months?
8 Have you actually gambled in this way in the past two months?
9. Have you felt this way about hitting someone or breaking 
something in the past two months?
10. Have you actually hit someone or damaged something in this 
way in the past two months?
11. Have you felt this way about provoking or getting into an 
argument or tight in the past two months?
12 Have you provoked a tight like this in the past two months?
13. Have you felt this way about setting fire to something in the past 
two months?
14 Have you set fire to something like this in the past two months?
15. Have you felt this way about hurting (eg cutting or burning) 
yourself in the past two months?
16. Have you actually damaged yourself like this in the past two 
months?
17. Have you ever felt this way about taking an overdose in the past 
two months?
18 Have you taken an overdose in this way in the past two months?
19. Have you felt this way about taking illegal drugs in the past two 
months?
20. Have you actually taken drugs in this way in the past two 
months?
21. Have you felt this way about having sexual intercourse with 
anyone in the past two months?
22. Have you actually had sexual intercourse with someone like this 
in the past two months?
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Please indicate how you feel the following statements apply to you by circling True or False.
1. I frequently experience panic spells ______   — ------------------
2. Recently there has been nothing that has affected me emotionally  --------- —^ ------ foise™
3. I often wonder who I really am---------- --------- ---------------- ------------------------- f  ...
4. I often take risks that can cause trouble for me------------------- — --------------— 53“ ----- JML.
5. t smnthered when others show deep concern for me   true iaise-
6. Sometimes another person appears in me that does not belong to.me_ true falseO. oomeiimca aimtuci — ------------------------  rT—;-------------------------------17_ . .
7 I have seen strange figures or visions when nothing was really there----------------- EHS-----
8. Sometimes I feel that people and things around me are not real---------------------- true------ia is _
9. My feelings towards other people quickly change into opposite extremes 
(e.g. from love and admiration to hate & disappointment) true false
10. I often feel a sense of worthlessness or hopelessness------------------  -JîSÊ------ M g -
11. I  have often wasted money, or lost it in gambling --------    SSS------ g —
12 I have heard voices talking about me. when nobody was really there----------- ----- îrue------ ÊsM
13. I f  yes, please mark the following: These voices came from outside me true ta se
____________ These voices came from within me________ true___ talse_
14. In close relationships 1 am hurt again and again  -------------  —---------   j r r r -
15 Sometimes I act or feel in a wav that does not fit me----------------------------
16. I have had the feeling of being directed or controlled from outside, like a ^  fahe
puppet on a string____________       foisT”
17. I have attacked someone physically-----------------  — ------ —r-—
18. I have had the feeling that mv thoughts are audible------------ — ------
19. Sometimes I  feel guilty as if  I had committed a crime, although I did not really ^  ^
 commit one      —----------------------- — -------- r — *
20. I have intentionally done myself physical harm  _________.— -— -----------------------
21. Sometimes I feel that people or things change their appearance, when they ^  fal$e
really do not___________  — ---------------------  — ------------------------ -
22. 1 have had intense religious experiences  --------  —— r r - j------:— — ------r r "
23 In romantic relationships I  am often uncertain what kind of relationship I want— Jrue-------
24. Sometimes I feel a special sense of destiny (e.g. like a prophet)--------------------- gSÊ------- g g
25. I f  a relationship gets close, I feel trapped
76 T have felt the presence of another person, when he or she was not really there-----true.
27. Sometimes my body, or parts of my body seem strange or somehow changed to
true false 
false
me true false
28. If relationsbim become too close. I often feel the need to break them off jrue-------
29. Sometimes I feel that other people are out to get me.-----------------------   J g -f  . —
30. I have often used drugs (hash, L S D, etc)--------------------------------------------------—— jajge
31. I enjoy having control over someone.---------------------------------------   — ----"
32. Sometimes I feel I am someone special  ---------------— ------------------------- 7^ ------ jrr—
33. Sometimes I feel like I am falling apart_________ _________ _______ ;—  ------—— -----------™
34. Sometimes it is difficult for me to tell, whether something really happened, or
whether it occurred only in my imagination true falsetrue false
true false
true false
35. I often act spontaneously without thinking about the consequences--------- _-----
36 Sometimes I feel a sense of  not being real.---------------------  —----------- _ÈÏSÊ---------- -
37. Sometimes I have the feeling that my body is dissolving or that part of my 
body is missing  -------------------------------   —-------------r f r
38. T often have frightening dreams.------------------------------- ------------------- ----- h z ------
30 I often have the feeling that others laugh or talk about me---------------- ---- true
40. People often appear to me to be hostile ---------------------------------- - true false
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41. I have had the feeling that other people have injected their thoughts into my 
mind true false
42 I often don’t know what I really want true false
43, I have attempted suicide true false
44. Sometimes I believe I have a serious disease true false
45. I have been addicted to alcohol, drugs or pills
If yes, please mark the following a) alcohol
b) drugs
c) pills
true
true
true
true
false
false
false
false
46. Sometimes I feel I am living in a dream, or see my life before me as if  it were 
a movie true false
47 I have often stolen things true false
48. I often experience pangs of hunger which cause me to devour everything in 
sight
true false
49. I am often insecure about questions concerning (please mark): a) politics
b) religion
c) morals
true
true
true
false
false
false
50 Sometimes I have murderous ideas true false
51. I have been in trouble with the law true false
The next set consists of 21 groups of statements. Please read each group of statements carefully, and then pick out 
the one statement in each group that best describes the way you have been feeling during the past two weeks, 
including today. Circle the number beside the statement you have picked. If several statements in the group seem 
to apply equally well, circle the highest number for that group. Be sure that you do not choose more than one 
statement for any group, including Item 16 (Changes in Sleeping Pattern) or Item 18 (Changes in Appetite).
1 Sadness
0 1 do not feel sad.
1 I feel sad much of the time.
2 I am sad all the time.
3 I am so sad or unhappy that I can’t stand it
5 Guilty feelings
0 1 don’t feel particularly guilty.
1 I feel guilty over many things I have done or 
should have done.
2 I feel quite guilty most of the time.
3 I feel quiltvallofthetime.
2 Pessimism
0 I am not discouraged about my future.
1 1 feel more discouraged about my future than 1 used to be.
2 1 do not expect things to work out for me.
3 1 feel my future is hopeless and will only get worse.
6 Punishment feelings
0 I don’t feel I am being punished.
1 I feel I may be punished.
2 1 expect to be punished.
3 1 feel 1 am being punished.
3 Past failure
0 1 do not feel like a failure.
1 1 have failed more than 1 should have.
2 As 1 look back, 1 see a lot of failures.
3 1 feel 1 am a total failure as a person.
7 Self-dislike
0 1 feel about the same about myself as ever.
1 I have lost confidence in myself.
2 1 am disappointed in myself.
3 1 dislike mvself.
4 Loss of pleasure
0 1 get as much pleasure as 1 ever did from the things 1 enjoy.
1 1 don't enjoy things as much as 1 used to.
2 1 get very little pleasure from the things 1 used to enjoy.
3 1 can’t get any pleasure from the things 1 used to enjoy.
8 Self-criticalness
0 1 don’t criticise or blame myself more than usual.
1 | am more critical of myself than 1 used to be.
2 1 criticize myself for all of my faults.
3 1 blame myself for everything bad that happens.
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9 Suicidal Thoughts o r Wishes
0 I don’t  have any thoughts of killing myself.
1 1 have thoughts of killing myself, but 1 would not carry 
them out
2 1 would like to kill myself.
3 1 would kill myself if 1 had the chance.
16 Changes in sleeping patterns
3 1 have not experienced any change in my sleeping 
pattern.
a 1 sleep somewhat more than usual, 
b 1 sleep somewhat less than usual.
2a 1 sleep a lot more than usual.
2b 1 sleep a lot less than usual.
3a 1 sleep most of the day.
3b 1 wake up 1 -2 hours earlv and can’t get back to sleep.
10 Crying
0 1 don’t cry anymore than 1 used to.
1 I cry more than 1 used to.
2 1 cry over every little thing.
3 1 feel like crying, but 1 can’t
17 Irritability
0 1 am no more irritable than usual.
1 I am more irritable than usual.
2 I am much more irritable than usual.
3 I am irritable all the time.
11 Agitation
0 1 am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it’s hard to stay still.
3 I am so restless or agitated that I have to keep 
moving or doing something.
18 Changes in appetite
0 1 have not experienced any change in my appetite. 
1a My appetite is somewhat less than usual.
1 b My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual.
3a I have no appetite at all.
3b 1 crave food all the time.
12 Loss o f interest
0 1 have not lost interest in other people or activities.
1 I am less interested in other people or things than 
before.
2 I have lost most of my interest in other people or 
things.
3 It’s hard to get interested in anything.
19 Concentration difficulty
0 1 can concentrate as well as ever.
1 I can’t concentrate as well as usual.
2 It’s very hard to keep my mind on anything for very 
long.
3 I find I can’t concentrate on anything.
13 Indecisiveness
0 1 make decisions about as well as ever.
1 I find it more difficult to make decisions than usual.
2 1 have much greater difficulty in making decisions 
than usual.
3 1 have trouble making any decisions.
20 Tiredness or fatigue
0 I am no more tired or fatigued than usual.
1 1 get more tired or fatigued more easily than usual.
2 1 am too tired or fatigued to do a lot of foe things 1 
used to.
3 1 am too tired or fatigued to do most of foe things 1 
used to.
14 Worthlessness
0 1 do not feel lam  worthless.
1 I don’t consider myself as worthwhile and useful as 1 
used to.
2 1 feel more worthless as compared to other people.
3 1 feel utterly worthless.
21 Loss of interest in sex
0 1 have not noticed any recent change in my interest in 
sex.
1 1 am less interested in sex than 1 used to be.
2 1 am much less interested in sex now.
3 1 have lost interest in sex completely.
15 Loss of energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t  have enough energy to do very much.
3 I don’t have enough energy to do anything.
Many thanks for taking the time to complete this questionnaire.
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Appendix 7: Consent form
UNIVERSITY OF
# SURREY
CONSENT FORM (copy for researcher) 
‘Feelings, Faces and Food'
Name of Researcher Alesia Perkins 
Please initial box
□ I confirm that I have read and understand the Information sheet dated 30.08.08 version 1.1 for the above study. I have had the opportunity to consider the information, ask questions and have had these answered satisfactorily.
□ I understand that my participation Is voluntary and that I am free to withdraw at any time without giving any reason, without my medical care or legal rights being affected.
I 1 1 agree to take part in the above study.
For office use only 
Version 1.130.08.08 
Participant number
Name of Person Date Signature
UNIVERSITY OF
SURREY
CONSENT FORM (copy for participant)
For office use only 
Version 1.130.08.08 
Participant number:
‘Feelings, Faces and Food'
Name of Researcher. Alesia Perkins 
Please Initial box
□ I confirm that I have read and understand the Information sheet dated 30.08.08 version 1.1 for the above study. I have had the opportunity to consider the information, ask questions and have had these answered satisfactorily.
□ I understand that my participation is voluntary and that I am free to withdraw at any time without giving any reason, without my medical care or legal rights being affected.
I 1 1 agree to take part In the above study.
Name of Person Date Signature
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Appendix 8: Zanarini Rating Scale for BPD
ZANARINI RATING SCALE 
for Borderline Personality Disorder (Z A N -B P D )
S u b je c t/P a tie n t Nam e:_ S ub je c t/P a tien t ID  i k . Date:
General Instructions: Each section includes clinical interview questions related to a specific &PD diagnostic criterion (DSM-IV).
Crete the number that best represents the described ondlor observed symptoms.
► INAPPRO PRIATE, IN TE N S EA N G ER , OR D IFFIC U LTY  C O N TR O LL IN G  A NG ER
1. During the past week (two weeks), have you . . .
► . . .  felt very angry?
► How about felt really angry inside but managed to hide it so that other people didn't know about it?
► Behaved in an angry manner (e.g., been sarcastic, yelled at people, broken things)?
► How about become enraged and gotten into physical fights with someone you're close to?
If Yes to any question pertaining to Anger, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No inappropriate anger reported or observed during interview.
1 Mild Symptoms Frequent feelings of frustration or Irritation, Occasional mild angry acts (e.g., snapping at people, sarcasm).
2 Moderate Symptoms Daily feelings of frustration or irritation. Frequent mild angry acts. Occasional intense angry acts of verbal nature
(e.g., prolonged verbal outbursts, threats of violence).
3 Serious Symptoms Frequent feelings of intense anger or rage. Daily mild angry acts. Frequent intense angry acts of verbal nature. Occasional
intense angry acts of physical nature (e.g., property destruction, physical assaults, fistfights). j
4 Severe Symptoms Daily feelings of intense anger or rage. Daily intense angry acts of verbal nature. Frequent intense angry acts of physical nâtur j
i
y  A FFE C TIV E  IN S TA B IL ITY  D U E T O A  MARKED R E A C TIV ITY  O F M O O D
2 . During the past week (two weeks), have y o u . . .
► , , .  found that your mood has changed suddenly (e.g., from feeling OK to feeling really sad or very irritable or extremely anxious)?
► How about from feeling OK to feeling enraged, panicked, or totally despairing?
► Had any mood changes?
► Been told that you’re a moody person?
► (If Yes to any of above) Do these mood changes typically last only a few hours to a few days? Yes  N o____
If Yes to any question pertaining to Affective Instability, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No affective instability reported or observed during interview.
1 Mild Symptoms Occasional mood shifts that are somewhat out of proportion to severity of surrounding life circumstances (e.g., becomes ver;
annoyed when friend says the “wrong” thing).
2 Moderate Symptoms Frequent mood shifts that are somewhat out of proportion to severity of surrounding life circumstances.
3 Serious Symptoms Frequent mood shifts that are substantially out of proportion to severity of surrounding life circumstances (e.g., becomes
completely overwhelmed when “little” things go wrong). May describe feeling "all over the place” emotionally.
4 Severe Symptoms Daily mood shifts that are substantially out of proportion to severity of surrounding life circumstances. May describe feeling
"out of control” emotionally.
► C H R O N IC  FEELINGS OF EMPTINESS
3. During the past week (two weeks), have you . . .
► . . .  felt empty?
► How about that you had no feelings inside?
► That there was nothing inside?
If Yes to any question pertaining to Emptiness, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No feelings of emptiness reported or observed during interview.
1 Mild Symptoms Frequent transient feelings of emptiness (e.g., feels empty for 20-30 minutes 3-4 times per week). May also describe feelings i
aloneness or boredom.
2 Moderate Symptoms Daily transient feelings of emptiness. May also describe feeling hollow inside.
3 Serious Symptoms Frequent sustained feelings of emptiness (e.g., feels empty 2-3 hours 4-5 times per week). May also report that there is void
4 Severe Symptoms
where feelings should be.
Daily sustained feelings of emptiness. May also report that there is nothing inside. continue to next M
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S> ID E N T IT Y  D IS TU R B A N C E : M A RKEDLY A N D  P ER SIS TE N TLY  U N S TA B LE  SELF-IM A G E  O R  SENSE O F  SELF
4 . D uring the past w eek (tw o  weeks), have you . , .
► . been unsure of who you are or what you’re really like?
► Gone from feeling sort of OK about yourself to feeling that you’re bad or even evil?
► Felt that you had no identity?
► How about that you had no idea of who you are or what you believe in?
► That you don't even exist?
If Yes to any question pertaining to Identity Disturbance, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No identity disturbance reported or observed during interview.
1 Mild Symptoms Occasional signs and symptoms of mild identity disturbance (e.g., occasionally unsure of who self is or what self is really like).
2 Moderate Symptoms Frequent signs and symptoms of mild identity disturbance.
3 Serious Symptoms Frequent signs and symptoms of serious identity disturbance (e.g., frequent feelings of having no identity, frequent feelings of
being bad or even evil).
4 Severe Symptoms Daily signs and symptoms of serious identity disturbance. May also describe not even existing.
T R A N S IE N T  STRESS-RELATED P A R A N O ID  ID E A T IO N  O R  SEVERE D IS S O C IA T IV E  S Y M P TO M S
5. D uring the past w eek (tw o  weeks), have you . . .
► . . .  felt that people were picking on you?
r> How about deliberately were being mean to you? ^
► Felt that people around you were unreal?
► How about that things around you were unreal?
► Had episodes where you felt spaced out or numb? 
t* How about emotionally dead?
► (If Yes to any of above) Did these feelings come and go or were they almost always there?
▻ Did they only occur when you were under stress? Yes  N o ____
>  How about get worse when you were under a lot of stress? Yes  N o ____
If Yes to any question pertaining to Paranoid Ideation or Dissociation ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No paranoid ideation or dissociation reported or observed during interview.
1 Mild Symptoms Occasional mild feelings of distrust/suspiciousness (e.g., wonders if boyfriend is deliberately trying to upset her). Occasional
mild feelings of unreality (e.g., feeling spaced out or numb).
2 Moderate Symptoms Frequent mild feelings of distrust/suspiciousness. Frequent mild feelings of unreality.
3 Serious Symptoms Frequent intense feelings of distrust/suspiciousness (e.g., convinced that therapist “hates" her now that she is thinking of
stopping treatment). Frequent intense feelings of unreality (e.g., complains of feeling emotionally dead, having episodes of 
losing time).
4 Severe Symptoms Daily intense feelings of distrust/suspiciousness. Daily intense feelings of unreality.
y  F R A N T IC  EFFORTS T O  A V O ID  REAL O R  IM A G IN E D  A B A N D O N M E N T  ^
6 . During the past w eek (tw o  weeks),have you . . .
► . . .  felt as though you were being abandoned when you really weren’t?
► Made any efforts to avoid feeling abandoned (e.g„ called someone you’re close to in order to try to reassure yourself that he or she still 
cared about you)?
► How about made efforts to avoid being abandoned (e g., refused to leave someone’s home or office, pleaded with people not to leave you, 
clung to them physically)?
If Yes to any questions pertaining to Frantic Efforts to Avoid Feeling or Being Abandoned, ask about intensity and frequency of symptoms. 
Also ask for examples.
0 No Symptoms No frantic efforts to avoid abandonment reported or observed during interview.
1 Mild Symptoms Frequent fears of abandonment May engage in occasional covert efforts to avoid feeling abandoned (e.g., listens to therapist’s
voice mail message 2-3 times without leaving message).
2 Moderate Symptoms Frequent covert efforts to avoid feeling abandoned (e.g., may “spy” on partner to reassure self that he or she is OK).
3 Serious Symptoms Frequent overt efforts to avoid feeling abandoned (e.g., may repeatedly call friends late at night to reassure self that they
still care).
4 Severe Symptoms Daily overt efforts to avoid feeling abandoned (e.g., may refuse to leave someone’s home or office; may cling to someone
physically, may beg not to be left alone).
©  McLean Hospkai
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»  R E C U R R E N T  S U IC ID A L  B E H A V IO R , G ES TU R ES , O R T H R E A T S , O R  S E L F -M U T IL A T IN G  B E H A V IO R
7 . D uring  the  past w eek (tw o  w eeks), have you . . .
► , , ,  deliberately hurt yourself without meaning to kill yourself (e.g., cut yourself, burned yourself), punched yourself, put your hand 
through windows, punched walls, banged your head)?
► Threatened to kill yourself?
► (If No) How about told someone that you’re going to kill yourself to let them know you're in pain?
► To see if they care?
► Made any suicide gestures or attempts?
If Yes to any question pertaining to Self-Mutilation or Suicidal Efforts, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No self-mutilation or suicidal efforts reported or observed during interview.
1 Mild Symptoms One vague suicide threat One instance of scratching or punching self.
2 Moderate Symptoms One clear-cut suicide threat 2-3 instances of scratching or punching self.
3 Serious Symptoms Multiple suicide threats. One instance of cutting or burning self. One suicide gesture.
4 Severe Symptoms 2-3 instances of cutting or burning self. One suicide attempt
IM P U L S IV IT Y  IN  A T  L E A S T T W O  O T H E R  A R E A S  T H A T  A R E  P O T E N T IA L L Y  S E L F -D A M A G IN G
8. D uring  th e  past w eek (tw o  w eeks), have you . . .
► . . .  gotten really drunk? (If Yes) How many times?____
j. ► High on prescription or street drugs? (If Yes) How many times?____
► Impulsively gotten sexually involved with anyone or had any brief affairs? (If Yes) How many times?____
► Had any episodes where you ate so much food that you were in a lot of pain or had to force yourself to throw up?
(If Yes) How many times?____
t- Gone on any spending sprees where you spent a lot of money on things that you didn’t need or couldn’t afford?
(If Yes) How many times?____
► Lost your temper and really shouted, yelled, or screamed at anyone? (If Yes) How many times?____
► Threatened to physically harm anyone (e.g., told someone that you would punch him, stab him, or kill him)?
(If Yes) How many times?____
► Physically assaulted or abused anyone (e.g., slapped, punched, or kicked someone)? (If Yes) How many times?  ___
► Been in any fistfights? (If Yes) How many?____
► Deliberately damaged property (e.g., smashed dishes, broken furniture, wrecked someone’s car) ? (If Yes) How many times?-------
► Driven far too fast or while you were under the influence of alcohol or drugs? (If Yes) How many times?____
Done anything that’s against the law (e.g., shoplifted, sold drugs, fenced stolen properly) ? (If Yes) How many times?-------
If  Yes to any questions pertaining to Impulsivity, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No impulsivity reported or observed during interview.
1 Mild Symptoms 1-2 impulsive acts (e.g., one eating binge and one episode of excessive drinking).
( Moderate Symptoms One clear-cut pattern of impulsivity (i.e., 3-4 episodes of one type of impulsivity).
3 Serious Symptoms Two dear-cut patterns of impulsivity (i.e., 3-4 episodes of two separate types of impulsivity).
4  Severe Symptoms Three or more clearcut patterns of impulsivity fi.e., 3-4 episodes of three or more separate types of impulsivity).
©  McLean Hospital
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► p a t t e r n  o f  u n s t a b l e  a n d  in t e n s e  in t e r p e r s o n a l  r e l a t io n s h ip s  c h a r a c t e r iz e d  b y
A L T E R N A T IN G  B E T W E E N  EXTREM ES O F ID E A L IZ A T IO N  A N D  D E V A LU A TIO N
9 . During the past w eek (two weeks), have y o u . . .
► . . .  felt hatred toward someone you care about and need (e.g., a relative, friend, romantic partner, or treater) ?
► How about felt really disappointed in someone you feel close to?
► (If Yes to Either) Was this because he or she didn't seem to care about you in the way you felt you needed?
► Because he or she wasn’t available enough?
► Gone from feeling really dependent on someone to needing to get a lot of distance from him or her?
► (If Yes) Was this because you feared being smothered or losing what little sense of yourself you have?
► (If N o) Have you been told that you cling to people you're dependent on and then try to flee from them?
► Had any stormy relationships?
► (If No) Any relationships marked by a lot of arguments?
► Threatened breakups?
► How about actual breakups?
If  Yes to any questions pertaining to Unstable Relationships, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No instability to close relationships reported or observed during interview.
1 Mild Symptoms Occasional signs and symptoms of mild instability in one or more close relationships (e.g., bickering, threat to end
relationship).2 Moderate Symptoms Frequent signs and symptoms of mild instability in one or more close relationships. .
3 Serious Symptoms Frequent signs and symptoms of serious instability in one or more close relationships (e g., intense arguments, actual
breakup). May report that personal life seems chaotic.
4 Severe Sym ptom s Daily signs and symptoms of serious instability in one or more close relationships. May report that personal life seems out
of control.
S U M M A R Y  S C O R IN G  S H EET
MEAN SCORE OF BPD POPULATION MEAN SCORE OF NON-BPD POPULATION 
(STANDARD DEVIATION) (STANDARD DEVIATION)
1 .TOTAL ZAN-BPD SCORE>:: . f
,  --'(add up all ninemtgria>core3=to reflect both -, J  
•îrjfrequCTÿan'dîêv^ ty.çlE.psyçh.opaïliology)'-
(0-36) 14.3 (6.8) 5.2 (3.5)
(0-12) 5.9 (2.9) 2.7 (1.9)
( 0 - 8 ) 3.5 (2.4) 0.9 (1.1)
( 0 - 8 ) 1.7 (1.4) 0.5 (0.7)
; unstable rè la i}w s l^ s ^ c ^ )i0 '^ ^ g « .^ ^
( 0 - 8 ) 3.2 (2.0) 10 (1.2)
N O T E : T H IS  SCALE C A N  BE USED AS A  REPEAT M E A S U R E TO  M O N IT O R  PROGRESS O V E R T IM E .
Reference: Zanarini, Mary C. (2003). Zanarini rating scale for borderline personality disorder (ZAN-BPD): A continuous measure of DSM-IV 
borderline psychopathology. Journal of Personality Disorder, 17(3), 233-242.
iac i^ftodUMdby COniDaCilQIiniCalS Medical Publisher Kansas City, MO ©5003 McUan Hospital
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►  ID E N T IT Y  D IS T U R B A N C E ; M A R K E D LY  A N D  P E R S IS TE N TLY  U N S TA B LE  S E LF -IM A G E  O R S E N S E  O F  SELF
4 . During the past w eek (tw o  weeks), have y o u . . .
► . been unsure of who you are or what you’re really like?
► Gone from feeling sort of OK about yourself to feeling that you're bad or even evil.
► Felt that you had no identity?
How about that you had no idea of who you are or what you believe m:
heine bad or even evil).b g  .
Daily signs and symptoms of serious identity disturbance. May also describe not even existing.
4 Severe Sym ptom s
„  T R A N S IE N T  STRESS-RELATED P A R A N O ID  ID E A T IO N  O R  SEVERE D IS S O C IA T IV E  S Y M P T O M S
$. D uring the past w eek (tw o  weeks), have you . . .
i- . . .  felt that people were picking on you? 
t> How about deliberately were being mean to you?
Felt that people around you were unreal?
>  How about that things around you were unreal? 
r» Had episodes where you felt spaced out or numb?
>  ▻ T tiY e T to T y T a b w e ) Did these feelings come and go or were they almost always there? 
h Did they only occur when you were under stress? Yes  No"  V1U Uicy vm;r — /  —
mild feelings of unreautyte.g., reeling  .....................
4 severe Sym ptom s M y t t e n le  feelings of distrust/suspiciousness. Daily intense feeUngs of unreality.
{> F R A N T IC  E F FO R TS TO  A V O ID  RE A L O R  IM A G IN E D  A B A N D O N M E N T
6 . During the past w eek (tw o  weeks), have you . . .
Also ask for examples.
   —
© McLean Hospital
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*> R E C U R R E N T  S U IC ID A L  B E H A V IO R , G E S TU R E S , O R T H R E A T S , O R  S E L F -M U T IL A T IN G  B E H A V IO R
7 , D u rin g  th e  past w eek  (tw o  w eeks),have  you . . .
^  . . .  deliberately hurt yourself without meaning to kill yourself (eg., cut yourself, burned yourself), punched yourself, put your hand 
through windows, punched walls, banged your head) ? 
t* Threatened to kill yourself?
► (If No) How about told someone that you’re going to kill yourself to let them know you're in pain?
► To see if they care? j
► Made any suicide gestures or attempts?
If Yes to any question pertaining to Self-Mutilation or Suicidal Efforts, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No self-mutilation or suicidal efforts reported or observed during interview.
1 Mild Symptoms One vague suicide threat One instance of scratching or punching self. I
2 Moderate Symptoms One clear-cut suicide threat 2-3 instances of scratching or punching self. :
3 Serious Symptoms Multiple suicide threats. One instance of cutting or burning self. One suicide gesture.
4 Severe Symptoms 2-3 instances of cutting or burning self. One suicide attempt
>  IM P U L S IV IT Y  IN  A T  L E A S T T W O  O T H E R  A R E A S  T H A T  A R E  P O T E N T IA L L Y  S E L F -D A M A G IN G  |
8. During the past week (two weeks), have you . . .  j
► . . .  gotten really drunk? (If Yes) How many times?  I
I ► High on prescription or street drugs? (If Yes) How many times?____
► Impulsively gotten sexually involved with anyone or had any brief affairs? (If Yes) How many times?___
► Had any episodes where you ate so much food that you were in a lot of pain or had to force yourself to throw up?
(If Yes) How many times?____
► Gone on any spending sprees where you spent a lot of money on things that you didn’t need or couldn't afford?
Of Yes) How many times?___
► Lost your temper and really shouted, yelled, or screamed at anyone? (If Yes) How many times?____
► Threatened to physically harm anyone (e g., told someone that you would punch him, stab him, or kill him)?
Of Yes) How many times?____
► Physically assaulted or abused anyone (e.g., slapped, punched, or kicked someone)? Of Yes) How many times?____
► Been in any fistfights? (If Yes) How many?___
► Deliberately damaged property (e.g„ smashed dishes, broken furniture, wrecked someone’s car)? Of Yes) How many times?___
► Driven far too fast or while you were under the influence of alcohol or drugs? (If Yes) How many times?___
► Done anything that’s against the law (e.g., shoplifted, sold drugs, fenced stolen property)? (If Yes) How many times?___
If Yes to any questions pertaining to Impulsivity, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No impulsivity reported or observed during interview.
1 Mild Symptoms 1-2 impulsive acts (e.g., one eating binge and one episode of excessive drinking).
( Moderate Symptoms One clear-cut pattern of impulsivity (i.e., 3-4 episodes of one type of impulsivity).
3 Serious Symptoms Two clear-cut patterns of impulsivity (i.e., 3-4 episodes of two separate types of impulsivity).
4 Severe Symptoms Three or more clear-cut patterns of impulsivity (i.e.. 3-4 episodes of three or more separate types of impulsivity).
©  McLean Hospital
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>  PA TTE R N  o f  u n s t a b l e  a n d  i n t e n s e  i n t e r p e r s o n a l  r e l a t i o n s h i p s  c h a r a c t e r i z e d  b y
A LT E R N A T IN G  B E T W E E N  EXTREM ES O F ID E A L IZ A T IO N  A N D  D E V A L U A T IO N
9 . D uring the past w eek (tw o weeks), have you . . .
► , . .  felt hatred toward someone you care about and need (e.g., a relative, friend, romantic partner, or treater) ?
► How about felt really disappointed in someone you feel close to?
► (If Yes to Either) Was this because he or she didn't seem to care about you in the way you felt you needed?
► Because he or she wasn’t available enough?
► Gone from feeling really dependent on someone to needing to get a lot of distance from him or her?
► (If Yes) Was this because you feared being smothered or losing what little sense of yourself you have?
► (If No) Have you been told that you cling to people you’re dependent on and then try to flee from them?
► Had any stormy relationships?
► (If No) Any relationships marked by a lot of arguments?
► Threatened breakups?
► How about actual breakups?
If Yes to any questions pertaining to Unstable Relationships, ask about intensity and frequency of symptoms. Also ask for examples.
0 No Symptoms No instability to close relationships reported or observed during interview.
1 Mild Symptoms Occasional signs and symptoms of mild instability in one or more close relationships (e.g., bickering, threat to end
relationship).
2 Moderate Symptoms Frequent signs and symptoms of mild instability in one or more close relationships.
3 Serious Symptoms Frequent signs and symptoms of serious instability in one or more close relationships (e.g„ intense arguments, actual
breakup). May report that personal life seems chaotic.
4 Severe Symptoms Daily signs and symptoms of serious instability in one or more close relationships. May report that personal life seems out
of control.
S U M M A R Y  S C O R IN G  S H EET *
MEAN SCORE OF BPD POPULATION MEAN SCORE OF NON-BPD POPULATION 
(STANDARD DEVIATION) (STANDARD DEVIATION)
1 TOTAL ZAN-BPD SCORE
(add up all nine criteria cores to reflect both.’y  
frequency and cventy of paychopathblogy) -,
(0-36) 14.3 (6.8) 5.2 (3.5)
2 JOTAL AFFECTIVE DISTURBANCE S ^ R E  ^
tv.» (add Up tmger. moodiness: n^dtimptinesîs.^ ÿ.rg?)r.;'.
(0-12) 5.9 (2.9) 2.7 (1.9)
3  TOTAL COGNITIVE DISTURBANCE SCORE '
v;- -.(add up identitydisturiùmcé; and du,
T (t'piciou ties /di sociabdnsœrei) 'v s W -" '
(0-8) 3.5  (2.4) 0 .9  (1.1)
d.TO TÀ LiM P U LsiVtTY  SCORE
a (add up’ self mutdafipi}/gluqdahty andotherjornis 
of impul7vity cdres) * v. e
(0-8) 1.7 (1.4) 0 .5  (0.7)
5 TOTAL DISTÙRBEt^RELÂTIdNSHIÇ SCORE
f (add up efforts to avoid abandonment and *
■un table, relationship 'scores) O à *  < \  -y ~
(0 -8 ) 3 .2  (2.0) 1.0 (1.2)
N O T E : T H IS  SCALE C A N  BE USED A S A  REPEAT M E A S U R E TO  M O N IT O R  PROGRESS O V E R T IM E .
Reference: Zanarini, Mary C. (2003). Zanarini rating scale for borderline personality disorder (ZAN-BPD): A continuous measure of DSM-IV 
borderline psychopathology. Journal of Personality Disorder, 1 7 (3 ), 233-242.
iac i^Produced by COHiPBCtlCliniCalS Medical Publisher Kansas City, MO 6  2003 MdLcin Hospital
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Appendix 9: Clinician Record Sheet
Clinician's record sheet
Participant number:
Please match to the number on the questionnaire
1. Is the client currently self-harming? e.g. cutting, burning, banging, hair-pulling, self-poisoning YES/NO
2. Is the client currently abusing drugs or alcohol? YESÆIO
3. Was this client referred for a  gastric bypass/banding? YES/NO
4. Did the client complete the questionnaire 1  Before treatment 2. During treatment 3. After treatment ?
Please check the symptoms that apply to this client They may have symptoms across the four 
disorders listed here, or they may only display symptoms across one or two. 
3. ANOREXIA NERVOSA
(1) Refusal to maintain body weight at or above a rranimally normal weight for age and height (e g., weight loss 
leading to maintenance of body weight less than 85% of that expected; or failure to make expected weight 
gain during period of growth, leading to body weight less than 85% of that expected).
(2) Intense tear of gaining weight or becoming fat, even though underweight
(3) Disturbance in the way in which one's body weight or shape is experienced, undue Influence of body weight 
or shape on self-evaluation, or denial of the seriousness of the current low body weight
(4) In postmenarcheal females, amenorrhea, i.e., the absence of at least three consecutive menstrual cycles. (A 
woman is considered to have amenorrhea if her periods occur only following hormone, e  g., estrogen, 
administration.)
Specify ty p e ^ g  durjng ^  current 0f Anorexia Nervosa, the person has not regularly engaged In 
binge-eating or purging behavior (i.e., self-induced vomiting or the misuse of laxatives, diuretics, or enemas) 
Binge-EatingfPurging Type: during the current episode of Anorexia Nervosa, the person has regularly 
engaged in binge-eating or purging behavior (Le., self-induced vomiting or the misuse of laxatives, diuretics, 
or enemas)
4. BULIMIA NERVOSA
(1) Recurrent episodes of binge eating. An episode of binge eating is characterized by both of the following:
i. eating, in a discrete period oftime (e.g., within any 2-hour period), an amount offood that is
definitely larger than most people would eat during a similar period of time and under similar 
circumstances
ii. a sense of lack of control over eating during the episode (e.g., a feeling teat one cannot stop 
eating or control what or how much one is eating)
(2) Recurrent inappropriate compensatory behavior in order to prevent weight gain, such as self-induced 
vomiting; misuse of laxatives, diuretics, enemas, or other medications; fasting; or excessive exercise.
(3) The binge eating and inappropriate compensatory behaviors both occur, on average, at least twice a  week 
for 3 months.
(4) Self-evaluation is unduly influenced by body shape and weight
(5) The disturbance does not occur exclusively during episodes of Anorexia Nervosa.
^  ^Purging Type: during the current episode of Bulimia Nervosa, the person has regularly engaged in self- 
induced vomiting or tee misuse of laxatives, diuretics, or enemas
Nonpurging Type: during tee current episode of Bulimia Nervosa, tee person used other inappropriate 
compensatory behaviors, such as fasting or excessive exercise, but has not regularly engaged In self- 
induced vomiting or tee misuse of laxatives, diuretics, or enemas.
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C lin ic ia n ’s  re c o rd  s h e e t
5. EATING DISORDER NOT OTHERWISE SPECIFIED
The Eating Disorder Not Otherwise Specified category is for disorders of eating that do not meet the criteria for any 
specific Eating Disorder. Examples include:
(1) For females, all of the criteria for Anorexia Nervosa are met except M  the individual has regular menses.
(2) All of foe criteria for Anorexia Nervosa are met except that despite significant weight loss, foe individual's 
current weight is in foe normal range.
(3) All of the criteria for Bulimia Nervosa are met except that foe binge Eating and inappropriate compensatory 
mechanisms occur at a frequency of less than twice a week or for a duration of less than 3  months.
(4) The regular use of inappropriate compensatory behavior by an individual normal body weight after eating 
small amounts of food (e.g. self-induced vomiting after foe consumption of two cookies).
(5) Repeatedly chewing and spitting out but not swallowing, large amounts of food.
(6) Binge-eating disorder; recurrent episodes of binge eating in foe absence of foe regular use of inappropriate 
compensatory behaviors characteristic of Bulimia Nervosa (see p. 729 for suggested research criteria).
6. BORDERUNE PERSONALITY DISORDER
A pervasive pattern of Instability of interpersonal relationships, self-image, and affects, and marked impulsivity 
beginning by early adulthood and present in a variety of contexts, as indicated by five (or more) of foe following:
(1) Frantic efforts to avoid real or imagined abandonment Note: Do not Include suicidal or self-mutilating 
behavior covered in Criterion 5.
(2) A pattern of unstable and Intense interpersonal relationships characterized by attemating between extremes 
of idealization and devaluation
(3) Identity disturbance: markedly and persistently unstable self-image or sense of self
(4) Impulsivity in at least two areas foat are potentially self-damaging (e.g., spending, sex, Substance Abuse, 
reckless driving, binge eating). Note: Do not include suicidal or self-mutilating behavior covered in Criteria 5.
(5) Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior
(6) Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety 
usually lasting a  few hours and only rarely more than a few days)
(7) Chronic feelings of emptiness
(8) Inappropriate, intense anger or difficulty controlling anger (e,g., frequent displays of temper, constant anger, 
recurrent physical tights)
(9) Transient, stress-related paranoid ideation or severe dissociative symptoms
Thank you for taking the time to fill this out. 
Page 2 of 2 vl.O 28.06,08
MRP: Mentalization in BPD and ED
Appendix 10: Pilot study pack
Thank you veiy much for agreeing to fill in this questionnaire about some of your thoughts and feelings 
for researchers in the Psychology department at University College London. It requires only the marking 
of a series of statements- no free writing, and should take no more than 25 minutes to complete.
You are free to withdraw your response at any point as you work through the questions. Please do ask if 
you find anything unclear.
Your answers will be anonymous and stored entirely confidentially.
There is no need to give your name, however the following details are important (we will not use them 
to contact you again or pass them on to anybody else):
Gender (please circle): M F
Age in years: ______
Marital status:_________________
Occupation: _________________ ______________________________________________ _
Please continue
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Listed below are a number of statements concerning personal attitudes and traits. Read each item 
and decide whether the statement is true or false as it pertains to you personally.
T F
T F
1. I never hesitate to go out of my way to help someone in trouble.
2. I have never intensely disliked anyone.
3. There have been times when I was quitejealousofthe good fortune of others. T F
4. I would never think of letting someone else be punished for my wrong doings.
5. I sometimes feel resentful when I don’t get my way.
6. There have been times when I felt like rebelling against people in authority 
even though I knew they were right.
7. I am always courteous, even to people who are disagreeable.
8. When I don’t know something I don’t at all mind admitting it.
9. I can remember “playing sick” to get out of something.
10. I am sometimes irritated by people who ask favours of me.
T F 
T F
T F
T F
T F
T F
T F
Next is a collection of statements about your everyday experience. Using the scale below, please 
indicate how frequently or infrequently you currently have each experience. Please answer 
according to what really reflects your experience rather than what you think your experience 
should be.
1 i  could be experiencing some emotion and not be conscious of it until some time later.
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
2. I break or spill things because of carelessness, not paying attention, or thinking of something
almost 6 *veiy somewhat somewhat very almost
always frequently frequently infrequently infrequently never
3. I find it difficult to stay focused on what’s happening in the present.
S  S e n t ly  S ^ l y  Z q u e o tly  n e v T
4. I tend to walk quickly to get where I’m going without paying attention to what I experience
along the way. almost
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
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5. I tend not to notice feelings o f physical tension or discomfort until they really grab my
attention.
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
6. I forget a person’s name almost as soon as I’ve been told it for the first time.
almost veiy somewhat somewhat veiy almost
always frequently frequently infrequently infrequently never
7. It seems I am “running on automatic" without much awareness of what I’m doing,
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
8. I rush through activities without being really attentive to them.
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
9. I get so focussed on the goal I want to achieve that I lose touch with what I am doing right 
now to get there.
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
10. I do jobs or tasks automatically, without being aware of what I’m doing.
almost very somewhat somewhat veiy almost
always frequently frequently infrequently infrequently never
11. I find myself listening to someone with one ear, doing something else at the same time,
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
12. I drive places on “automatic pilot" and then wonder why I went there.
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
13. I find myself preoccupied with the future or the past
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
14. I find m yself doing things without paying attention.
almost very somewhat somewhat very almost
always frequently frequently infrequently infrequently never
15. I snack without being aware that I’m eating.
almost veiy somewhat somewhat veiy almost
always frequently frequently infrequently infrequently never
Please continue
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wsmmm
1. Sadness
0 I do not feel sad.
1 I feel sad much of the time.
2 I am sad all the time.
3 I am so sad or unhappy that I can t stand it.
2. Pessimism
0 I am not discouraged about my future.
1 I feel more discouraged about my future than
I used to be.
2 I do not expect things to work out for me.
3 I feel my future is hopeless and will only get
3. Past failure
0 I do not feel like a failure.
1 I have failed more than I should have.
2 As I look back, I see a lot of failures.
3 I feel I am a total failure as a person.
4. Loss of Pleasure
0 I get as much pleasure as I ever did from the 
things I enjoy.
1 I don’t enjoy things as much as I used to.
2 I get very little pleasure from the things I 
used to enjoy.
3 I can’t get any pleasure from the things I
used to enjoy.
5. Guilty Feelings
0 I don’t feel particularly guilty.
1 I feel guilty over many things I have done or 
should have done.
2 1 feel quite guilty most of the time.
3 1 feel guilty all of the time.
6. Punishment
0 I don’t feel I am being punished.
1 I feel I may be punished.
2 I expect to be punished.
3 I feel I am being punished.
7. Self-Dislike
0 I feel the same about myself as ever.
1 I have lost confidence in myself.
2 I am disappointed in myself.
3 I dislike myself.
8. Self criticalness
0 I don’t criticise or blame myself more than usual.
1 I am more critical of myself than I used to be.
2 I criticize myself for all of my faults.
3 I blame myself for everything bad that happens.
9. Suicidal Thoughts or Wishes
0 I don’t have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would 
not carry them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
10. Crying
0 I don’t cry anymore than I used to.
1 I cry more than I used to.
2 I cry over every little thing.
3 I feel like crying, but I can’t
11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it’s hard to stay 
still.
3 I am so restless or agitated that I have to keep 
moving or doing something.
12. Loss of Interest
0 I have not lost interest in other people or 
activities
1 1 am less interested in other people or things 
than before.
2 I have lost most of my interest in other people 
or things.
3 it’s hard to get interested in anything.
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13. Indecisiveness
0 I make decisions about as well as ever.
1 I find it more difficult to make decisions 
than usual.
2 I have much greater difficulty in making 
decisions than I used to.
3 I have trouble making any decisions.
14. Worthlessness
0 I do not feel I am worthless.
1 I don't consider myself as worthwhile and 
useful as I used to.
2 I feel more worthless as compared to other 
people.
3 I feel utterly worthless
15. Loss of energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don’t have enough energy to do very much.
3 I don’t have enough energy to do anything.
16. Changes in Sleeping Pattern
0 I have not experienced any change in my 
sleeping pattern, 
la I sleep somewhat more than usual, 
lb I sleep somewhat less than usual.
2a I sleep a lot more than usual.
2b I sleep a lot less than usual.
3a I sleep most of the day.
3b I wake up 1 -  2 hours early and can’t get back 
to sleep.
17. Irritability
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 I am much more irritable than usual.
3 I am irritable all the time.
18. Changes in Appetite
0 I have not experienced any change in my 
appetite.
la  My appetite is somewhat less than usual, 
lb My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual 
3a I have no appetite at all.
3b I crave food all the time.
19. Concentration Difficulty
0 I can concentrate as well as ever.
1 I can’t concentrate as well as usual
2 It’s very hard to keep my mind on anything for 
very long.
3 I find I can’t concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than 
usual.
2 I am too tired or fatigued to do most of the things 
I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change in my 
interest in sex.
1 I am less interested in sex than I used to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
Please continue
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The following statements inquire about your thoughts and feelings in a variety of situations. For 
each item, indicate how well it describes you by choosing the appropriate letter at the top of the 
Daee* A, B, C, D or E. When you have decided on your answer, fill in the letter next to the item 
number. READ EACH ITEM CAREFULLY BEFORE RESPONDING. Answer as honestly as 
you can. Thank you.
b : — .............................  ” .....*
1. I sometimes find it difficult to see things from the “other guy’s” point of view.
2. I try to look at everybody’s side of a disagreement before I make a decision.
3. I sometimes try to understand my friends better by imagining how things look from their 
perspective.
4. If I’m sure I’m right about something, I don’t waste much time listening to other people’s 
arguments.
5. I believe that there are two sides to every question and try to look at them both.
6. When I’m upset at someone, I usually try to “put myself in his shoes” for a while.
7. Before criticising somebody, I try to imagine how I would feel if I were in their place.
Please continue
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The following are characteristics that may or may not apply to you. Please tick one answer for 
each statement to indicate how much you agree or disagree with each statement. Please answer as 
honestly as you can.
1.1 can understand my friend’s happiness when he/she does well at something. 
Strongly Disagree Neither agree Agree
disagree nor disagree
2 .1 find it hard to know when my friends are frightened. 
Strongly Disagree Neither agree
disagree nor disagree
Agree
3. When someone is feeling down I can usually understand how they feel. 
Strongly Disagree Neither agree Agree
disagree nor <
Strongly
agree
Strongly
agree
Strongly
4 .1 can usually work out when my friends are scared. 
Strongly Disagree Neither agree
disagree nor disagree
Agree
5 .1 can often understand how people are feeling even before they tell me. 
Strongly Disagree Neither agree Agree
disagree nor disagree
6 .1 can usually work out when people are cheerful. 
Strongly Disagree Neither agree
nor disagree
7 .1 can usually realise quickly when a friend is angry. 
Strongly Disagree Neither agree
disagree nor disagree
8 .1 am not usually aware of my friend’s feelings.
Strongly Disagree Neither agree
disagree nor disagree
9 .1 have trouble figuring out when my friends are happy. 
Strongly Disagree Neither agree
disagree nor disagree
Agree
Agree
Agree
Agree
Strongly
agree
Strongly
agree
Strongly
agree
Strongly
agree
Strongly
agree
Strongly
Please continue
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the best. Thank you.
1. People’s thoughts are a mystery to me 
strongly disagree disagree 
disagree somewhat
strongly
disagree
disagree disagree
somewhat
agree
somewhat
agree
somewhat
3. My picture of my parents changes as I change 
strongly disagree disagree agree
disagree somewhat somewhat
strongly
disagree
disagree disagree
somewhat
agree
somewhat
agree strongly
agree
?
agree strongly
agree
agree strongly
agree
reactions
agree strongly
agree
5 .1 believe that my parents 
up
strongly disagree 
disagree
’ behaviour towards me should not be explained by how they were brought
disagree
somewhat
6. Other people tell me I’m a good listener 
strongly disagree disagree
disagree somewhat
agree
somewhat
agree
somewhat
agree
agree
7 .1 often have to force people to do what I want them to do 
strongly disagree disagree agree
disagree somewhat somewhat
8 .1 always know what I feel
strongly disagree disagree agree agree
disagree somewhat somewhat
9 .1 feel that, if I am not careful, I could intrude into another person s life 
strongly disagree disagree agree agree
disagree somewhat somewhat
10.1 often get confused about what I am feeling 
strongly disagree disagree 
disagree
agree
somewhat somewhat
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
11 I believe that people can see a situation veiy differently based on their own ^  
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
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12.1 believe there’s no point trying to guess what’s on someone else’s mind 
strongly disagree disagree agree agree
disagree somewhat somewhat
13.1 get confused when people talk about their feelings 
strongly disagree disagree agree
disagree somewhat somewhat
agree
14.1 believe other people are too confusing to bother figuring out 
strongly disagree disagree agree agree
disagree somewhat somewhat
15.1 find it difficult to see other people’s points of view
strongly disagree disagree agree agree
disagree somewhat somewhat
16. lam a  good mind reader
strongly disagree disagree agree agree
disagree somewhat somewhat
17.1 don’t always know why I do what I do
strongly disagree disagree agree agree
disagree somewhat somewhat
18.1 pay attention to my feelings
strongly disagree disagree agree agree
disagree somewhat somewhat
19. In an argument, I keep the other person’s point of view in mind 
strongly disagree disagree agree agree
disagree somewhat somewhat
20. Understanding the reasons for people’s actions helps me to forgive them 
strongly disagree disagree agree agree
disagree somewhat somewhat
21.1 believe that there is no RIGHT way of seeing any situation 
strongly disagree disagree agree
disagree somewhat somewhat
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
22. When I get angry I say things without really knowing why I am saying them 
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
23. Those close to me often seem to find it difficult to understand why I do things
strongly
disagree
disagree disagree
somewhat
agree
somewhat
agree strongly
agree
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24.1 am better guided by reason than by my gut 
strongly disagree disagree agree
disagree somewhat somewhat
25.1 usually know exactly what other people are thinking 
strongly disagree disagree agree
disagree somewhat somewhat
26.1 can’t remember much about when I was a child
strongly
disagree
disagree disagree
somewhat
27. Strong feelings often cloud my thinking 
strongly disagree disagree
disagree somewhat
28.1 trust my feelings
strongly disagree disagree
disagree somewhat
agree
somewhat
agree
somewhat
agree
somewhat
29. When I get angry I say things that I later regret 
strongly disagree disagree 
disagree somewhat somewhat
30. My intuition about a person is hardly ever wrong
strongly
disagree
disagree disagree
somewhat
31. For me actions speak louder than words 
strongly disagree disagree
disagree somewhat
32.1 frequently feel that my mind is empty 
strongly disagree disagree
disagree somewhat
agree
somewhat
agree
somewhat
agree
somewhat
agree
agree
agree
agree
agree
agree
agree
agree
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
strongly
strongly
agree
33.1 anticipate that my feelings might change even about something I feel strongly about 
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
34.1 like to think about the reasons behind my actions
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
35. If I feel insecure I can behave in ways that put others’ backs up
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
10
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36. Sometimes I do things without really knowing why
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
37.1 can tell how someone is feeling by looking at their eyes
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
38. Sometimes I find myself saying things and I have no idea why I said them
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
39. In order to know exactly how someone is feeling, I have found that I need to ask them 
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
40.1 can mostly predict what someone else will do
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
41. I’m often curious about the meaning behind others’ actions
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
42.1 have noticed that people often give advice to others that they actually wish to follow themselves 
strongly disagree disagree agree agree strongly
disagree somewhat somewhat agree
43.1 wonder what my dreams mean 
strongly disagree disagree 
disagree somewhat
agree
somewhat
agree
44. How I feel can easily affect how I understand someone else’s behaviour 
strongly disagree disagree agree agree
disagree somewhat somewhat
45.1 pay attention to the impact of my actions on others’ feelings 
strongly disagree disagree agree agree
disagree somewhat somewhat
46.1 know exactly what my close friends are thinking 
strongly disagree disagree agree
disagree somewhat somewhat
agree
strongly
agree
strongly
agree
strongly
agree
strongly
agree
Many thanks for taking the time to complete this questionnaire.
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Appendix 11: Normality of untransformed variables
S kew ness Kurtosis
N Statistic Std.Error Z-score Statistic
Std.
Error Z-score
Untransformed
variables
R F Q 46 39 4 -.9 6 5 .123 - 1 .785 .245 -
R F Q 1 5 3 9 6 -.9 0 0 .123 - .668 .245 -
BES 389 -.4 8 0 .124 - .920 .247 -
BDI 38 8 1.115 .124 - .341 .247 -
BPI 183 .579 .180 3 .22 -.651 .357 1.82
E Y E S 177 -.3 9 0 .183 2 .13 .123 .363 .34
S O C D E S 20 5 -.0 6 4 .170 .38 -.4 9 4 .338 1.46
M AAS 2 05 -.0 5 3 .170 .31 .024 .338 .07
P TS 198 -.0 5 8 .173 .34 -.4 8 0 .344 1.40
ZA N 6 2 .383 .304 1 .26 -.6 9 0 .599 1 .15
Note: Criteria for normality (Fife-Schaw, 2 0 0 7 ,1 2  September)
Sample N 300+ absolute kurtosis or skewness values >2 considered non-normal
Sample N 100-300 z-score > 3.29 kurtosis or skewness considered non-normal
Sample N <100 z-score >1.96 on either kurtosis or skewness considered non-normal
BES: Basic Empathy Scale 
BDI: Beck Depression 
Inventory
SDS: Social Desirability 
Scale
RTS: Perspective Taking 
Scale
EAT: Eating Attitudes Test 
(total score)
EYES: Reading the Mind in 
the Eyes Test 
MAAS: Mindful Awareness 
Attention Scale 
EATCONT: Eat Control 
subscale
EATD IET: EAT Diet 
subscale
BRI: Borderline Personality 
Inventory
EATBULI: EAT Bulimia 
subscale
M ISDO: Multi-lmpulsivity 
Scale, behaviour subscale
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Appendix 12: Normality of transformed variables
Skew ness Kurtosis
T ra n s fo rm e d
v a ria b le s N Statistic Std. Error Z-score
Statistic Std. Error Z-score
E A T (S Q R T ) 179 1 .10(.40 )
.18
(.1 8 )
6.11
(2 .19 )
.12
(-.9 0 )
.36
(.36 )
.33
(2 .50 )
E A T D IE T (S Q R T ) 179 .96(.23)
.18
(.18 )
5 .3 3
(1 2 5 )
.36
(-1 .2 1 )
.36
(.36)
.79
(3 .3 5 )3
E A TB U LI(S Q R T ) 179 .82(.08 )
.18
(-18)
4 .5 6
(.41)
-.6 8
(-1 .1 5 )
.36
(.36)
1 .89
(3 .1 7 )
V a r ia b le s  w ith  o u tlie rs  re m o v e d
E A T C O N T (S Q R T )1 175 2 .2 3(.59)
.18
(.18 )
12 .39
(2 .03 )
6 .2 3
(-.3 7 )
.37
( 3 7 )
16 .84
(1 .02 )
M IS D O  (R E C IP )2 173 1.56(-.6 0 )
.19
(.19 )
8.21
(3 .23 )
2 .0 4
(-.7 2 )
.37
(.37 )
5.51
(1 .97 )
Note: Figures in brackets are transformed values. SQRT=Square root transformation. 
RECIP=Reciprocal transformation 1 Four outliers removed. 2 Two outliers removed . 3 
Marginal normality but transformed variable retained for parametric analyses
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Appendix 13: Demographics
C lin ic a l N o n -c lin ic a l
M SD M SD
A g e 3 6 .08 11 .52 3 2 .6 8 13.14
Y e a rs  in 15 .49 3 .9 3 15.47 2 .92
E d u c a tio n
N % N %
G e n d e r M ale 19 19 116 39
Fem ale 83 81 178 61
R e la tio n s h ip Long-term  relationship 36 37 103 36
No long-term  relationship 62 63 184 64
O c c u p a tio n M anagerial and professional occupations 27 33 154 55
Interm ediate occupations 27 33 79 28
Routine and m anual occupations 28 34 4 9 17
E m p lo y m e n t E m ployed/Student 51 49 79 95
sta tu s Unem ployed/unclassifiable 53 51 4 5
E th n ic ity W h ite  (British/Irish/Any other W h ite) 76 93 59 92
N on-W hite (M ixed, Black, Asian, Chinese) 6 7 5 8
(W hite  and Black Caribbean/Asian)
Note: Figures exclude missing values. Ethnicity and employment status not collected in 
Sample 1.
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Appendix 14: Factor analysis matrices (five factor solution)
Appendix 14a. Total Variance Explained
Rotation 
Sums of
Initial Eigenvalues
Extraction Sums of Squared 
Loadings
Squared
Loadings
Factor Total
% o f
Variance
Cumulative
%
% o f
Total Variance
Cumulative
% Total
1 4.838 24.188 24.188 4.337 21.683 21.683 3.721
2 2.635 13.176 37.363 2.128 10.640 32.323 2.116
3 1.432 7.162 44.525 .963 4.817 37.140 2.883
4 1.316 6.578 51.103 .631 3.155 40.296 .901
5 1.058 5.289 56.393 .480 2.401 42.697 1.473
6 .980 4.901 61.294
7 .918 4.588 65.882
8 .839 4.196 70.077
9 .792 3.958 74.036
10 .720 3.601 77.637
11 .637 3.183 80.819
12 .563 2.814 83.634
13 .543 2.713 86.346
14 .497 2.484 88.830
15 .473 2.367 91.197
16 .466 2.332 93.529
17 .382 1.911 95.440
18 .339 1.695 97.135
19 .308 1.542 98.677
20 .265 1.323 100.000
Note: Extraction Method: Principal Axis Factoring.
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Appendix 14b. Factor matrix (five factor solution)
Factor
1 2 3 4 5
RFQ36 .766
RFQ38 .717
RFQ27 .659
RFQ10 .646
RFQ23 .645
RFQ22 .627 .490
RFQ17 .581
RFQ29 .581 .463
RFQ35 .482
RFQ8 -.451
RFQ2 .415
RFQ1
RFQ16 .784
RFQ25 .743
RFQ30 .539
RFQ37 .504
RFQ12 .479
RFQ33
RFQ31
RFQ41 .459
Note: Extraction Method: Principal Axis Factoring.
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Appendix 15b: Error bar chart for RFQ15 in BPD, ED and non-
clinical samples
40.00-
38.00-
36.00-
34.00
32.00'
30.00
28.00
<> M = 3 9 .1 8
M = 3 4 .1
= 3 1 .9 2
Non-clinical
Samples
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Appendix 16: Pearson correlations for main variables
RFQ46 RFQ15 EYES BPI EAT MIS BES PTS MAAS SDS BDI ZAN
RFQ46 1
RFQ15 .64** 1
EYES .23* .16 1
BPI -.35** -.56** -.02 1
EAT (SORT) -.22* -.41** .02 .33** 1
M IS (R T ) .32** .44** .02 .57** .44** 1
BES .29** -0.02 .15 -.09 .11 -.02 1
PTS .32** .16 - - - - .18 1
MAAS .02 .19 - - - - .10 .12 1
SDS .15 .00 - - - - .01 .18 -.06 1
BDI -.33** -.56** -.08 .71** .57“ .57“ -.04 .11 -.35“ .15 1
ZAN -.48** -.53** .07 .80“ .04 .61“ -.19 - - - .71“  1
Note. Bonferroni corrected p-values in parentheses*p<05 (p<.0045), **p<.01 (p<0009).
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Appendix 17: Error bar chart of RFQ15 in BPD, AN and BN
o M=37.75
<> M =32.44
o  M =27.65
— i   ------------------------------------------------------------- 1----------------------------------------------------------------------------- 1------------------------------------- -
AN BN BPD
AN BN or BPD diagnosis 
Note: DSM-IV-TR diagnosis (subsample 1) AN n=9, BN n=12, BPD n=26
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Research Log
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information technology and 
literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings ✓
16 Setting up a data file /
17 Conducting statistical data analysis using SPSS /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
y
30 Applying research findings to clinical practice y
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Qualitative Research Project Summary
The role of humour in the development of trainee clinical psychologists 
personal identity was investigated using a qualitative methodology. Three 
models of humour were first reviewed: cognitive-perceptual theory which 
stressed resolution of incongruity; behavioural theory based on reducing 
drives and stimulus-response learning; and psychoanalytic theory which 
describes gratification of unconscious drives of sex and aggression.
Seven trainee clinical psychologists participated in a focus group where 
issues of humour and professional identity were discussed using a semi­
structured interview. The sample represented a purposive approach (Smith 
and Osbourne, 2003) where homogeneity allowed for a focus on a closely 
defined group appropriate to the research question. The discussion was taped 
and transcribed before being subjected to detailed analysis. Interpretative 
Phenomenological Analysis (Smith & Osbourne, 2003) was used to derive 
themes emerging from the transcripts.
Results indicated two main themes. The first was ‘humour as difficult and 
dangerous’. This included sub-themes around the impact of humour on 
therapeutic boundaries, and trainees deferring to their supervisor’s style and 
therefore sometimes finding their professional identity at odds with their 
personal identity. The second main theme was ‘humour as a powerful and 
legitimate tool’. Here the positive impact on the therapeutic relationship that 
humour could play was discussed. Finally it was suggested that trainees 
attitudes to use of humour in professional relationships may change as they 
move through training, consolidating their professional identity and gaining in
confidence.
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